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NOTE FROM  THE  CHAIR 
 
 
The California Prevention Report is a project of the Health Care Education and Access 
Subcommittee of the California Department of Managed Health Care’s Advisory 
Committee on Managed Health Care.  The members of the Subcommittee and 
Committee are charged with assisting and advising the Department’s Director, Daniel 
Zingale, in the implementation of his duties under the Knox-Keene Act.  The Committee 
and Subcommittee also make recommendations on ways managed health care plans in 
California can better serve their enrolled members by ensuring access to high-quality, 
accountable services and effective prevention programs that promote healthier 
Californians. 
 
Managed care plans and organized systems of care are increasingly accountable for 
not only healing the sick, but also for continually improving the health status of their 
enrolled populations.  Clinical preventive services are an integral component of 
managed health care in that together they constitute an effective strategy for improving 
health status and cost-effective use of health care dollars.   
 
The members of the Health Care Education and Access Subcommittee are committed 
to promoting quality health care.  The California Prevention Report represents the 
culmination of extensive, year-long committee discussions, public hearings and 
commentary, and health services research regarding the development and 
management of effective prevention programs that can be delivered in managed care 
settings.  Based on available data and national standards, these discussions have led 
us to develop a series of recommendations that we feel will advance the delivery of 
appropriate, high-yield clinical preventive services in managed care settings. 
 
Many proven effective clinical preventive services are delivered at low rates in California 
and, consequently, reach only a small portion of the population in need of them.  In 
addition to presenting a picture of prevention in California, this Report provides 
information for decision-makers about recommended first steps necessary to improve 
the delivery of highly valuable clinical preventive services in our state. 
 
 
 
 
Naomi Strom, Chair 
Health Care Education and Access Subcommittee 
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EXECUTIVE SUMMARY 
 
 
Introduction 

The California Prevention Report is a project of the California Department of Managed 
Health Care’s Advisory Committee on Managed Health Care.  Many proven, clinical 
preventive services are delivered at low rates in California and, consequently, reach 
only a small portion of the population in need of them.  The project’s goals were to 
examine existing service delivery data from managed health care plans and to develop 
recommendations for priority actions to increase utilization of effective clinical 
preventive services throughout the managed care system in California.  
 
Methodology 

The California Prevention Report is based on national research tha t ranked 30 clinical 
preventive measures recommended by the U.S. Preventive Services Task Force by two 
dimensions:  the burden of disease prevented by each service; and the service’s cost 
effectiveness.  Each service was scored on each of the two dimensions for a total score 
of up to 10 points.  Current national delivery rates for the services with high rankings 
were also identified.  Table 3 in the report (page 24) presents these national rankings 
with the boldfaced services indicating low delivery rates (below 50 percent) to the U.S. 
population eligible for the service.  (The research was published in the July 2001 issue 
of the American Journal of Preventive Medicine.1)  
 
To determine the extent to which these national priorities meet the needs of California’s 
managed care population groups, the Center for Health Improvement’s research 
involved three parts.  CHI staff and consultants: 

• Reviewed existing California data and literature to determine current delivery rates 
for managed care enrollees for the 14 top-ranked national services. 

 
• Examined the underutilized services to identify contributors to low delivery rates. 
 
• Conducted key informant interviews with representatives from state health agencies, 

local public health providers, health plans, and constituent groups to determine their  
priorities for promoting clinical preventive services within their delivery settings. 
 
 

Results 

Examination of California’s delivery rates in managed care plans for the 14 top-ranked 
national services revealed that five services were delivered at rates below 50 percent 
(see Table 1 on the next page).  
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TABLE 1: 

High-Yield Preventive Services with Low Delivery Rates  
in California’s Managed Care Population, 1998-2000 

Recommended Services, and Specific Measures Reported Delivery Rates 

A.  Assess adults for tobacco use and provide tobacco cessation counseling   

  
Smokers and recent quitters aged 18 years and older who had seen a health practitioner 
in the year and who received advice to quit smoking during the year 

55%1 

  
Smokers aged 18-64 years who reported that their physician had discussed smoking with 
them in the past 3 years 

65%2 

    
Covered workers aged 18-64 years in employer-sponsored HMOs with behavioral 
smoking cessation program as a covered benefit 

30%3 

B.  Screen for vision impairment among adults aged 65 and over   
    VSP Medicare managed care plan members aged 65 years and older who received a 

well vision exam during the past year 
36%4 

C.  Screen for colorectal cancer (FOBT and/or sigmoidoscopy) among persons aged 50 years 
and older  
  Adults aged 50 years and older who received FOBT during the past year and/or 

sigmoidoscopy/colonoscopy in the past 5 years 
39-45%5 

    Adult members of medical groups/IPAs, aged 50 years and older, who received FOBT 
during the past year and/or sigmoidoscopy/colonoscopy in the past 5 years  

65%6 

D.  Screen for chlamydia among women aged 15 to 24 years   
  Sexually active women aged 16-20 who received at least one test for chlamydia during 

the year 
19%1 

  Sexually active women aged 21-26 who received at least one test for chlamydia during 
the year 

16%1 

  Women aged 18-19 years old who received a chlamydia test in the past 12 months  53%7 
    Women aged 20-24 years old (and reporting a new male sexual partner in the past 12 

months) who received a chlamydia test in the past 12 months  
43%7 

E.  Screen for problem drinking among adults and provide brief counseling   
  Adults aged 18-64 years at risk for alcohol abuse who reported that their physician had 

discussed alcohol with them in the past 3 years 
27-34%2 

  Adults aged 18-64 years who reported that their physician had discussed alcohol with 
them in the past 3 years 

18-21%8 

    Adult members of medical groups/IPAs, aged 18-70 years who reported that their doctor 
or other health professional had discussed alcohol/substance abuse with them in the past 
2 years 

8-10%6 

    

1California HEDIS 2001 data (for year 2000); as reported by CCHRI  
2California BRFS 1999; based on analysis conducted by Health Insurance Policy Program, UC Berkeley in September-October 2001. Ranges 
reflect independent rates for HMOs and PPOs. 

3Kaiser/HRET/UC Berkeley California Employer Health Benefits Survey, 1999; as reported in Schauffler HH and Brown ER, The State of Health 
Insurance in California, 1999.  

4VSP Administrative Claims Data for 2000; unpublished analysis conducted September-October 2001 

5California BRFS 1999; as reported in Schauffler,H and McMenamin, S.  Assessing PPO Performance on Prevention and Population Health.  
Medical Care Research and Review , 2001; 58(s1):113-137.  Ranges reflect independent rates for HMOs and PPOs. 

6PBGH Physician Value Check Survey, 1998. Range reflects independent rates for Northern and Southern California.  

7California Women’s Health Survey 2000; unpublished preliminary data from California Department of Health Services, Sexually Transmitted 
Disease Control Branch 

8California BRFS 1999; as reported in Schauffler HH and Brown ER, The State of Health Insurance in California, 1999. Ranges reflect 
independent rates for HMOs and PPOs. 

 
Improving delivery rates for each of the foregoing services constitutes an important 
missed opportunity for preventing disease and promoting health. 
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Recommendations 

Notwithstanding the tremendous potential for increased delivery of preventive care by 
managed health care organizations in California, several caveats underlie the Report’s 
recommendations.  First, the greatest potential for improving the health status of 
populations results from community-based actions (e.g., tobacco policies that reduce 
smoking in public areas).  Clinical preventive services and community efforts should be 
complementary and have similar goals.  Second, access to and utilization of 
recommended preventive services often depends on more than insurance coverage; 
they also depend on educated consumers who know why preventive care is important 
and are motivated to use the services appropriately.  Third, many clinical preventive 
services are not “cost neutral.”  Few pay for themselves in the short-term through 
reductions in direct health care costs across a population at average risk for the 
targeted condition.  Therefore, careful consideration of the benefits and additional 
incentives that support investing in prevention may be necessary. 
 
The following recommendations were developed for consideration by the Director, 
Department of Managed Health Care.  The first five recommendations address issues 
related to the five services with low delivery rates.  Recommendations six through nine 
address issues of a cross-cutting nature and are derived from other important data in 
this report, examination of the literature and discussions with stakeholders. 
 
Recommendation #1:  Smoking Cessation 

Although much of our knowledge about helping smokers to quit remains incomplete, 
there is more than enough evidence to act.  Coverage for effective pharmacologic and 
counseling interventions to assist smokers to quit is incomplete and inconsistent among 
health plans.  The Director of the Department of Managed Health Care can improve 
access to appropriate interventions by: 
 
ü Working with purchasers and managed care plans in California to implement 

policies that reinforce the view that tobacco dependence is a chronic condition.   

ü Promoting, as a covered benefit, tobacco cessation counseling and 
pharmacotherapies identified as effective, as well as adequate reimbursement for 
the provision of tobacco dependence treatment.  (Special attention should be paid 
to coverage and delivery of cessation services to pregnant women, consistent with 
the Practice Guidelines issued by the Surgeon General in June 2000.) 

 
Recommendation #2:  Colorectal Cancer Screening  

Despite the call for specific screening tests and/or periodic sigmoidoscopy for all 
persons aged 50 or older by whatever method or combination of screening techniques 
is currently recommended, adherence is low – 50 percent or less. Screening rates may 
be low due to poor patient compliance, disputes about the quality of the evidence 
supporting screening tests, the costs and risks associated with some tests, and the 
availability of clinicians trained in performing some of the screening.  Given these 
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barriers, the Director of the Department of Managed Health Care can adopt a multi-
pronged educational strategy that focuses on: 
 
ü Convening a group (consumers, health plan medical directors, as well as healthcare 

purchasers) to gain consensus on an appropriate colorectal screening strategy (or 
strategies) and ways to promote its/their delivery to California managed health care 
enrollees age 50 and older. 

ü Providing consumer education to enrolled Californians age 50 and older about 
endoscopic procedures and other tests available to them as a covered benefit to 
screen for colorectal cancer. 

ü Promoting patient education about the benefits and risks of screening as a way to 
increase compliance with clinical recommendations. 

 
Recommendation #3:  Vision Screening 

Critical information about the delivery and utilization of many beneficial clinical 
preventive services, including visual acuity screening services for older Californians, is 
lacking but may be available through administrative data or other sources.  To develop 
an accurate picture of the delivery of important clinical preventive services, the Director 
of the Department of Managed Health Care can provide leadership by: 
 
ü Identifying potential sources of preventive health data – e.g., survey data such as 

the Department of Health Services’ Behavioral Risk Factor Surveillance System or 
administrative data such as that from Vision Service Plan of California – to 
determine the feasibility, cost, and utility of these data in describing delivery patterns 
among managed health care plans in California. 

ü Coordinating efforts with the Department of Motor Vehicles, which performs vision 
screening of older adults, to assess the possibility of strengthening processes for 
identifying at-risk persons and referring them to appropriate vision care providers.  
This information should be useful in advocating for the development of prevention-
oriented performance measures at national levels and serve as one strategy to 
promote delivery of such important care. 

ü Linking new data about the delivery of clinical preventive services to the DMHC 
Report Card published annually. 

 
Recommendation #4:  Chlamydia Screening  

Reduction in chlamydia infections requires that managed care providers be aware of the 
high prevalence of chlamydia and the need to screen asymptomatic patients.  It also 
requires that they counsel chlamydia patients to arrange for treatment of sexual 
partners, routinely obtain a sexual history and counsel all sexually active patients about 
the risks of sexually transmitted diseases. The Director of the Department of Managed 
Health Care can facilitate broader coordinated efforts by: 
 
ü Developing model clinical practice guidelines for chlamydia screening and treatment 

for adoption by medical policy committees in managed care organizations and 
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medical groups.  This would include advocating for:  (1) delivery of chlamydia 
screening services for at-risk patients in other potential points of clinical service 
(e.g., sports physicals, urgent care settings and emergency rooms); (2) use of non-
invasive chlaymida screening tests for males and for females in settings where 
pelvic examinations are not routinely done; and (3) establishment of chlamydia 
screening as a standard of care in prenatal examinations. 

 
Recommendation #5:  Problem Drinking  

Integrating alcohol assessment and counseling as a routine part of practice within 
managed health care organizations is challenging due to provider- and system-level 
barriers.  Clinicians need tools, training and evidence of effectiveness tailored to their 
specific concerns.  The Director of the Department of Managed Health Care can provide 
assistance in developing and disseminating credible counseling models for use in 
managed care settings by:  
 
ü Making information available about the cost, efficacy, and implementation of 

successful alcohol counseling/behavioral change interventions within managed care 
organizations.  

ü Convening payers and stakeholders to review evidence and develop a model benefit 
for counseling as part of routine care; and  

ü Working with the Office of the Patient Advocate and others to identify effective ways 
to encourage consumer demand for behavior counseling as part of routine care, 
including pursuing alliances with consumer groups that engage patients in their own 
health and health care. 

 
Recommendation #6:  Closing the Gaps 

The second of two major goals of Healthy People 2010 is to eliminate health disparities 
among segments of the population.  These differences in health status may occur by 
gender, race or ethnicity, age, education or income, disability status, geographic area or 
sexual orientation.  It was beyond the scope of the Report to examine delivery rates in 
depth among subpopulations.  However, in consideration of the Department’s oversight 
role in assuring access to quality medical care services for all populations enrolled in 
managed health care plans in California, the Director of the Department of Managed 
Health Care can build upon this Report by: 

 
ü Improving data collection methods, wherever feasible, so that it is possible to 

accurately assess at the state level the health status of subpopulations in California 
– including identifying, using, and expanding health-related data residing in other 
State agencies. 

ü Examining key policies to ensure equal access to comprehensive, preventive care 
and that culturally competent and relevant clinical preventive services are available 
and accessible for all people seeking care in managed health care plans. 
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Recommendation #7:  Improving Services for Children 

Infectious diseases remain a major cause of illness, disability and death.  With 65 
percent of California’s managed care toddlers fully immunized with five of the 
recommended vaccines, and 69 percent immunized against varicella, delivery rates are 
above the 50 percent delivery rate criterion for action utilized in this report’s 
methodology.  However, this rate falls far short of the national goal of 90 percent 
established for achieving and maintaining effective vaccination coverage levels.  Since 
childhood vaccination is a clinical preventive service for which there is:   

• Coverage; 
• Professional consensus about efficacy; 
• System-wide coordination (including collaboration with public health); 
• Data collection mechanisms to describe and track its delivery through HEDIS ; 
• Relatively high levels of consumer/parent awareness; 

 
the Director, Department of Managed Health Care, should seek ways to increase 
vaccine delivery by: 

ü Collaborating with the Department of Health Services to develop a statewide 
immunization registry, including development of incentives for health plans to 
contribute data to the registry. 

 
Recommendation #8:  Risk Adjusting for Prevention 

The analytic perspective of the Coffield et al study, upon which much of this report is 
based, is one of how provision of clinical preventive services to targeted populations is 
of benefit to society.  As such, this analysis does not address the specific needs of 
populations served by individual health plans.  The Director of the Department of 
Managed Health Care can encourage the development of a managed care prevention 
model for increased delivery of recommended clinical preventive services by:    
 
ü Seeking funding or providing other support to interested health plans for the initiation 

of an internal process to develop an enrollee profile (e.g., demographics, health 
status, receipt of preventive services, risk factors, and other information), which 
would be linked to the health plan’s prevention priorities for appropriately promoting 
one or more of the clinical preventive services mentioned in this report. 

 
Recommendation #9:  Capitalizing on Models Being Developed by Other States 

The Centers for Disease Control and Prevention is working with three states 
(Connecticut, Colorado, and Michigan) and their respective health plans and purchasers 
to increase the provision of clinical preventive services.  Additionally, the Institute for 
Healthcare Innovation, Group Health of Puget Sound, and the Institute for Health 
Services Research each have worked toward developing models for disease 
management and prevention in collaboration with health plans and medical groups.  
The Director of the Department of Managed Health Care can facilitate sharing of 
lessons learned by: 
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ü Commissioning a review of pertinent literature and by taking steps to identify 
credible prevention models developed specifically for managed care settings.  The 
Director should work with the medical directors of health plans to organize a method 
to systematically review the structure, implementation, effectiveness and outcomes 
of these models, and make that information widely available to California health 
plans. 
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ABOUT THIS REPORT  
 
 
Changes in the health care system in California provide managed health care 
organizations with new opportunities to improve delivery rates of valuable preventive 
care.  Managed health care organizations are rapidly becoming the major source of 
health care for beneficiaries of employer-funded care and of the publicly funded Medi-
Cal and Medicare programs.  In light of the potential role of managed care in prevention, 
the Director of the California Department of Managed Health Care charged the Advisory 
Committee on Managed Health Care with developing a list of recommendations that 
would foster the incorporation of more prevention practices into managed care.   
 
In November 2000, the Health Care Education and Access Subcommittee began its 
deliberations on ways the rapidly evolving managed care industry in California could 
promote prevention and improve Californian’s overall health.  In January 2001, the 
Subcommittee outlined an approach for setting priorities.  The Subcommittee then 
invited representatives of key national, state and local groups – the Centers for Disease 
Control and Prevention Task Force on Community Preventive Services, the Partnership 
for Prevention, local health departments – as well as members of the public, to 
comment on its prevention priorities.  In August 2001, the Department contracted with 
the Center for Health Improvement to develop recommendations for “high yield” ways to 
improve the delivery of preventive health care in California.  This report concludes with 
these recommendations.   
 
Notwithstanding the tremendous potential for increased delivery of preventive care by 
managed health care organizations in California, several caveats or assumptions exist 
that underlie the Report’s recommendations.  First, the greatest potential for improving 
the health status of populations results from community-based actions (e.g., tobacco 
policies that reduce smoking in public areas).  Clinical preventive services and 
community efforts should be complementary and have similar goals.  Second, access to 
and utilization of recommended preventive services often depends on more than 
insurance coverage; it also depends on educated consumers who know why preventive 
care is important and are motivated to use the services appropriately.  Third, many 
clinical preventive services are not “cost neutral.”  Few pay for themselves in the short-
term through reductions in direct health care costs across a population at average risk 
for the targeted condition.  Therefore, careful consideration of benefits and additional 
incentives that favor investing in prevention may be necessary (e.g., performance 
measures that are prevention oriented). 
 
Rationale for Report’s Focus on Preventive Services 

For much of the last century in the United States, the decrease in the prevalence rate of 
acute illnesses and infectious diseases has lead to the emergence of chronic diseases 
as the major cause of morbidity and mortality in the U.S.  Yet approximately half of the 
nation’s premature deaths from the ten leading causes of mortality are attributable to 
factors that can be controlled or modified – e.g., tobacco use, alcohol and drug misuse, 
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unhealthful diet, lack of exercise, unsafe sexual behavior, to name a few.2  These health 
risks are also linked to higher rates of ambulatory care utilization and hospitalization 
costs, with preventable illness accounting for as much as 70 percent of all medical care 
spending.3  
 
TABLE 2: 

As shown in the table to the left, there are 
opportunities to improve Californians’ health.   
The state’s 22nd  ranking was derived from a 
2001 report, America’s Health:  UnitedHealth 
Foundation State Health Rankings, which 
considers states’ smoking rates, obesity, heart 
disease, cancer rates, and the incidence of 
infectious diseases, among other indicators.4   
 
Thanks to the work of the U.S. Preventive 
Health Services Task Force, the Cochrane 
Collaboration, the Agency for Healthcare 
Research and Quality and other groups, a 
good deal is now known about effective means 
of preventing disease and promoting health 
status through systematic, evidence-based 
interventions.  Yet our healthcare system has 
not taken full advantage of that knowledge.  

This is especially true in light of the fact that there are ample opportunities for 
prevention.  Americans make some 829,200,000 office visits to their doctors each year, 
for an average of 3.1 visits per person.5   
 
Integrating clinical preventive services into standard health care delivery stands to 
provide the majority of people in California with access to the assistance they need to 
reduce health risks, better manage chronic conditions, and take advantage of 
appropriate prevention technologies.  Due to its penetration in California, managed 
care, in particular, offers a clinical setting with incentives to apply the lessons learned 
from decades of prevention and behavioral research.  Since there are several 
competing demands within healthcare delivery systems, knowledge that a given clinical 
preventive service is effective in a research setting is seldom sufficient to promote its 
delivery in the real-world environment of the typical medical office or clinic.  What is 
lacking has been a framework for establishing the value of competing clinical preventive 
services for average-risk patients.  Knowledge about top-ranking services, based on 
their cost-effectiveness and the proportion of disease prevented in usual practice, 
coupled with evidence of particularly low delivery rates can provide a sound basis on 
which to improve the delivery of clinical preventive services in California. 
 
The Research Upon Which this Report is Based 

The California Prevention Report is based on national research that ranked 30 clinical 
preventive measures recommended by the U.S. Preventive Services Task Force by two 

2001 State Health Rankings . . . 
California Places 22nd 

Rank Order 
Rank State  

1 Minnesota  
2 New Hampshire  
3 Utah  
4 Connecticut  
5 Massachusetts   
.   
.   
.   

22 California  
.   
.   
.   

46 Florida  
47 West Virginia  
48 South Carolina  
49 Mississippi  
50 Louisiana  
   

Source:  UnitedHealth Foundation, State Health  
              Rankings – 2001 Edition, September 2001. 
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dimensions:  the burden of disease prevented by each service; and the service’s cost 
effectiveness.  The research was reported in the July 2001 issue of the American 
Journal of Preventive Medicine.6  In this article, Coffield and her colleagues describe the 
methodology utilized.  A 25-member committee—consisting of health plan medical 
directors, public and private purchasers of healthcare, state and local public health 
officials, clinicians, and consumer advocates – was convened by the Partnership for 
Prevention.  This committee was responsible for identifying national clinical prevention 
priorities.  Their analyses include services recommended by the U.S. Preventive 
Services Task Force for average-risk patients as part of periodic health examinations 
outlined in the second edition of the Guide to Clinical Preventive Services.7  Preventive 
services for subpopulations were excluded from the Coffield analyses, and tertiary 
prevention strategies (e.g., screening for retinal, renal and peripheral vascular disease 
among diabetics) also were not considered. 
 
Assessment of the value of each service was based on two dimensions:  the burden of 
disease prevented by each service; and the service’s cost effectiveness.  Clinical 
preventable burden refers to the proportion of disease and injury prevented by the 
clinical preventive service if the service were delivered to 100 percent of the target 
population at recommended intervals.  Thus, clinical preventable burden equals the 
burden of the disease targeted by the service and the effectiveness of the service, 
measured as the percentage of burden reduced over a consistent time frame.  Cost 
effectiveness in the study was defined as the net cost of the clinical preventive service 
divided by a common measure, “quality-adjusted life years” (QALYs) saved.  QALYs 
saved is a measure that combines years of life gained together with improvements in 
health-related quality of life.  Additional information regarding the study methodology 
and related terms can be found in the published literature.8,9  
 
Each service was then scored (one to five points) on each of the two dimensions – 
clinical preventable burden and cost effectiveness, for a total score of up to ten points.  
Current national delivery rates for the services with high rankings were also identified, 
and services found to have delivery to the recommended U.S. population below 50 
percent were identified.  Table 3 on the next page presents these national rankings, with 
the boldfaced services indicating low delivery rates (below 50 percent) to the U.S. 
population eligible for the service. 
 
To determine the extent to which these national priorities meet the needs of California’s 
managed care population groups, the Center for Health Improvement’s research 
involved three parts.  California researchers initiated: 

• Review of existing California data and literature to determine current delivery rates 
for managed care enrollees for the top 14 clinical preventive services in Table 3. 

• Examination of the underutilized services to determine the reasons behind low 
delivery rates or lack of data. 

• Key informant interviews with representatives from state health agencies, local 
public health providers, health plans, and constituent groups to determine their 
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priorities and feelings about barriers and opportunities to promote clinical preventive 
services within their delivery settings. 

 
Table 3:  National Priorities Among Recommended Clinical Preventive Services 

Services CPB CE Total 
Vaccinate children: DTP/DTaP, MMR, Oral Polio/IPV, Hib, Hep B, Varicella  5 5 10 
Assess adults for tobacco use and provide tobacco cessation counseling  5 4 9 
Screen for vision impairment among adults aged 65 and older  4 5 9 
Assess adolescents for drinking and drug use and counsel on alcohol and drug abstinence  3 5 8* 
Assess adolescents for tobacco use and provide an antitobacco message or advice to quit  4 4 8* 
Screen for cervical cancer among sexually active women or 18 years and older  5 3 8 
Screen for colorectal cancer (FOBT and/or sigmoidoscopy) among all persons aged 50 years and older 5 3 8 
Screen for hemoglobinopathies, PKU, and congenital hypothyroidism among newborns  3 5 8 
Screen for hypertension among all persons  5 3 8 
Vaccinate adults aged 65 years and older against influenza  4 4 8 
Screen for chlamydia among women aged 15 to 24 years  3 4 7* 
Screen for high blood cholesterol among men aged 35 to 65 years and women aged 45 to 65 years  5 2 7 
Screen for problem drinking among adults and provide brief counseling  4 3 7* 
Vaccinate adults aged 65 years and older against pneumococcal disease  2 5 7 
Assess infant feeding practices and provide counseling on: breastfeeding, use of iron-enriched foods, risk of 
    baby-bottle tooth decay  

1 5 6 

Assess risk of STDs (including HIV) and provide counseling on measures to reduce risk 3 3 6* 
Screen for breast cancer (mammography alone or with CBE) among women aged 50 to 69 years  4 2 6 
Screen for vision impairment at age 3 to 4 years  2 4 6* 
Assess oral health practices and provide counseling on: brushing and flossing daily, visiting a dental 
    care provider regularly 

3 2 5* 

Assess the safety practices of parents of children aged 0 to 4 years and provide counseling on: child safety  
    seats, window/stair guards, pool fence, poison control, hot water temp, bicycle helmet 

1 4 5* 

Counsel on risks/benefits of hormone replacement among peri- and post-menopausal women 4 1 5* 
Assess calcium/vitamin D intake of adolescent and adult women and counsel on use of supplements  2 2 4* 
Assess folic acid intake among women of childbearing age and counsel on use of supplements  1 3 4* 
Assess physical activity patterns of all persons aged 2 years and older and counsel on increasing activity levels  3 1 4* 
Provide newborns with ocular prophylaxis to protect against gonococcal eye disease  1 3 4* 
Screen for hearing impairment among persons aged 65 years and older. 2 2 4* 
Assess dietary  patterns of persons aged 2 years and older and provide counseling on: intake of fat/cholesterol; 
    caloric balance; intake of fruits, vegetables, grains 

2 1 3 

Assess the safety practices of all persons aged 4 years and older and provide counseling on: seatbelt use, smoke 
    detector use, firearm storage/removal from home, bicycle/motorcycle helmet use, dangers of alcohol use, 
    protection against slip and fall hazards for older persons 

2 1 3* 

Screen for rubella among women of childbearing age using serology and/or history and vaccinate  1 1 2 
Vaccinate all persons against tetanus–diphtheria (Td boosters)  1 1 2 

Key:  CPB=Clincal Preventable Burden.  CE=Cost Effectiveness.  Ranking is 1 to 5, with 5 being the highest rank.  * Services for which 
total scores have greater uncertainty.   Services in boldface are those with scores of 7+ for which available data indicate that delivery to the 
recommended U.S. population is below 50 percent.      Source:  Adapted from Coffield, p. 5. 

 
 
A Word About California... 
 
California is a bellwether state; its healthcare systems are monitored closely by policy-
makers and advocates alike as an indicator of trends to come in the rest of the nation.  
With more than 33 million residents of the nation’s 273 million people, the healthcare 
systems in California serve one of the largest and most diverse state populations in the 
nation.  Compared with the United States, California has a smaller percentage of its 
population that is non-Hispanic White (50.3 percent versus 71.0 percent) or African 
American (6.5 percent versus 12.6 percent).10  And, it has much higher proportions of 
Hispanic (30.3 percent versus 11.7 percent) and Asian (12.2 percent versus 3.9 
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percent) residents.11  At 15.8 percent of its population, California has the highest non-
citizen rate in the country. 12  New census data show that nearly 40 percent of 
Californians speak a language other than English.13   All of these demographic factors 
present challenges in delivering health care that is accessible, affordable, and that 
meets the needs of those the healthcare system serves.  
 
California has a measurement and consensus infrastructure in place – the California 
Cooperative Healthcare Reporting Initiative (CCHRI) – that can assist with tracking 
mechanisms to operationalize some of the policy recommendations made in this report.  
CCHRI was founded in 1994 as a collaboration of purchasers, health plans and 
providers dedicated to giving California’s consumers important information about health 
plans.  The Pacific Business Group on Health, a coalition of large purchasers, is 
responsible for administering CCHRI.   Since 1995, CCHRI has released annual reports 
comparing California health plan performance against a common set of clinical 
indicators (Health Plan Employer Data and Information Set or HEDIS ) and member 
satisfaction survey data (CAHPS).  Due to the growth of mixed models of managed care 
in California, CCHRI has also taken steps to measure provider-level performance at the 
medical group level through pilot studies, telephone surveys of providers, and patient 
surveys, such as the Physician Value Check Survey reported elsewhere in the 
California Prevention Report. 
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SECTION I:  MAJOR FINDINGS 
 
 
Table 4 on the next pages lists the 14 most valuable clinical preventive services 
identified by national researchers.14  These services represent a subset of clinical 
preventive health services recommended by the U.S. Preventive Services Task Force 
(USPSTF) for the general population as part of periodic health examinations.15  Each of 
the 14 services listed received a score of 7 or higher out of ten, with ten being the most 
cost effective and most able to reduce the burden of disease using the national ranking 
methodology described by Coffield et al.  Of the 14 services ranked highly based on this 
methodology, the majority (seven) are screening services; three are vaccine services; 
and four are counseling services.   
 
Nationally, eight of the 14 top-ranked services were found to have average delivery 
rates below 50 percent to the service’s target population.16  Similarly, within California 
managed care plans, five of the 14 services examined have delivery rates below 50 
percent. The second column of Table 4 lists delivery rates for key components of the 
recommended service among targeted groups within California’s managed health care 
enrolled populations.  Improving delivery rates for each of these services constitutes an 
important missed opportunity for preventing disease and promoting health.   
 
The benefits and selected aspects associated with improving delivery rates of these 
services are described in Section II 
 
Other Findings 

The Coffield et al study found that nationally six of the top 14 high-yield clinical 
preventive services are delivered at rates above 50 percent.  Research completed for 
this report examined California data for all 14 measures.  This research found that 
California health plans perform similarly, with delivery rates exceeding 50 percent for 
the same six services, as well as for pneumococcal vaccination for which recent data 
suggest national rates also now exceed 50 percent. 
 
It should be noted that a delivery rate of above 50 percent, while commendable, is still 
short of many national targets for what can be achieved given the current state-of-the-
art.  Each of these high-yield, clinical preventive services has behind it convincing 
evidence that the benefits of delivery outweigh potential harms. The barriers to delivery 
of clinical preventive services are multiple and concern patient, health plan systems, 
and physician factors – some of which can be addressed through closer attention to 
prevention opportunities.  The services where the state-level rate for delivery among all 
California managed care organizations is above the 50 percent mark (or for which there 
were insufficient data) are addressed in more detail at the end of this report in Appendix 
B:  Other Findings. 
 
.
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Table 4: Summary of Estimated Delivery Rates for Fourteen High-Yield Preventive Services in California’s Managed Care 
Population, 1998-2000 

Recommended Services*, and Specific Measures Reported Delivery Rates 

1.  Vaccinate children: DTP/DTaP, MMR, Oral Polio/IPV, Hib, Hep B, Varicella   

  Combo #1: DTP/DTaP, MMR, Oral Polio/IPV, Hib, and Hep B 65%1 

  Varicella 69%1 

    Combo #2:  DTP/DtaP, MMR, Oral Polio/IPV, Hib, Hep B, and Varicella 52%1 

2.  Assess adults for tobacco use and provide tobacco cessation counseling   

  
Smokers and recent quitters aged 18 years and older who had seen a health practitioner in the year and who received advice to quit 
smoking during the year 

55%2 

  Smokers aged 18-64 years who reported that their physician had discussed smoking with them in the past 3 years 65%3 

    Covered workers aged 18-64 years in employer-sponsored HMOs with behavioral smoking cessation program as a covered benefit 30%4 

3.  Screen for vision impairment among adults aged 65 and over   
  VSP Medicare managed care plan members aged 65 years and older who receivied a well vision exam during the past year 36%5 

4.  Assess adolescents for drinking and drug use and counsel on alcohol and drug abstinence  N/A6 

5.  Assess adolescents for tobacco use and provide an anti-tobacco message or advice to quit  N/A6 

6.  Screen for cervical cancer among sexually active women or age 18 years and older  
  Women aged 21-64 years who received at least one Pap test in the past 3 years 76%2 

  Women aged 18-64 years who received at least one Pap test in the past 3 years 93-94%7 

    Female members of medical groups/IPAs, aged 21-64 years, who received a Pap smear in the past 3 years 91-93%8 

7.  Screen for colorectal cancer (FOBT and/or sigmoidoscopy) among all persons aged 50 years and older  
  Adults aged 50 years and older who received FOBT during the past year and/or sigmoidoscopy/colonoscopy in the past 5 years 39-45%9  

    Adult members of medical groups/IPAs, age 50 years and older, who received FOBT during the past year and/or 
sigmoidoscopy/colonoscopy in the past 5 years  

65%8 

8.  Screen for hemoglobinopathies, PKU, and congenital hypothyroidism among newborns   
    Newborns screened under California Newborn Screening Program: phenylketonuria (PKU), galactosemia, congenital hypothyroidism, 

sickle cell disease and other hemoglobin disorders  
>99%10 

9.  Screen for hypertension among all persons   
    Adults aged 18-64 years who received a blood pressure check in the past 2 years 92-95%7 

10.  Vaccinate adults aged 65 years and older against influenza   
  Medicare members aged 65 years and older who received a flu shot from September to December 76%11 

    Adults aged 65 years and older who received a flu shot in the past 12 months  
 

74-78%3 
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Recommended Services*, and Specific Measures Reported Delivery Rates 

11.  Screen for chlamydia among women aged 15 to 24 years   
  Sexually active women aged 16-20 who received at least one test for chlamydia during the year 19%2 

  Sexually active women aged 21-26 who received at least one test for chlamydia during the year 16%2 

  Women aged 18-19 years old who received a chlamydia test in the past 12 months  53%12 

    Women aged 20-24 years old (and reporting a new male sexual partner in the past 12 months) who received a chlamydia test in the past 
12 months  

43%12 

12.  Screen for high blood cholesterol among men aged 35 to 65 years and women aged 45 to 65 years   
    Men aged 35 to 65 years and women aged 45 to 65 years who received a cholesterol test in the past 5 years 80-84%9 

13.  Screen for problem drinking among adults and provide brief counseling   
  Adults aged 18-64 years at risk for alcohol abuse who reported that their physician had discussed alcohol with them in the past 3 years 27-34%3 

  Adults aged 18-64 years who reported that their physician had discussed alcohol with them in the past 3 years 18-21%7 

    Adult members of medical groups/IPAs, aged 18-70 years, who reported that their doctor or other health professional had discussed 
alcohol/substance abuse with them in the past 2 years 

8-10%8 

14.  Vaccinate adults aged 65 years and older against pneumococcal disease   
  Medicare members who received a pneumonia shot ever 68%11 

    Adults aged 65 years and older who received a pneumonia shot ever 56-62%3 

    
*Services in bold type  are those for which the percentage of eligible Calfiornians receiving them is estimated to be below 50 percent.  
1California HEDIS 2000 data (for year 1999); as reported by CCHRI  

2California HEDIS 2001 data (for year 2000); as reported by CCHRI  

3California BRFS 1999; based on analysis conducted by the Center for Health and Public Policy Studies, UC Berkeley in September-October 2001. Ranges reflect independent rates for 
HMOs and PPOs. 

4Kaiser/HRET/UC Berkeley California Employer Health Benefits Survey, 1999; as reported in Schauffler HH and Brown ER, The State of Health Insurance in California, 1999. 

5VSP Administrative Claims Data for 2000; unpublished analysis conducted September-October 2001 

6Not Available/Insufficient Data 

7California BRFS 1999; as reported in Schauffler HH and Brown ER, The State of Health Insurance in California, 1999. Ranges reflect independent rates for HMOs and PPOs. 

8PBGH Physician Value Check Survey, 1998. Range reflects independent rates for Northern and Southern California. 

9California BRFS 1999; as reported in Schauffler,H and McMenamin, S.  Assessing PPO Performance on Prevention and Population Health.  Medical Care Research and Review, 2001; 
58(s1):113-137.  Ranges reflect independent rates for HMOs and PPOs.. 

10California Newborn Screening Program, California Department of Health Services, Genetic Disease Branch; unpublished estimate  

11Medicare Managed Care Consumer Assessment of Health Plans Study 2000 survey; results obtained from CMRI 

12California Women’s Health Survey 2000; unpublished preliminary data from California Department of Health Services, Sexually Transmitted Disease Control Branch 



UNEDITED DRAFT – Center for Health Improvement – 12/19/01 
DO NOT CIRCULATE 

 29 

 
SECTION II:  THE FIVE C’S – KEY COMPONENTS OF A STRATEGY TO 
INCREASE DELIVERY RATES OF CLINICAL PREVENTIVE SERVICES 
 
 
The following chapters of the California Prevention Report are the result of extensive 
dialogue with state health agency representatives, public purchasers of care, medical 
directors of California health plans, and public and private directors of medical quality 
assurance.  The chapters reflect the five clinical preventive measures with California 
delivery rates below 50 percent (based on a review of existing California state-level data 
sets).  The chapters also provide suggested recommendations for improving the 
delivery of effective, high-yield clinical preventive services through five strategies – the 
Five C’s:  coverage, consumer’s informed choices, counting (or measuring progress), 
comprehensive prevention approaches, and credible counseling models. 
 

Coverage – paying for services, e.g., a smoking cessation benefit 

Consumer Choice – facilitating informed choices through consumer education, mailers 

Counting – using data, e.g., reporting rates of service delivery; report cards  

Comprehensive Approaches – creating prevention opportunities, e.g., standing orders  
  for preventive services 
Credible Models – translating research, e.g., identifying counseling & behavioral change  
  models that work  
 

These five strategies are highlighted in this Report as being illustrative of the processes 
needed to improve delivery rates of clinical preventive services.  They involve:  
extending coverage to include effective clinical preventive services; increasing 
consumer awareness and education to foster informed consumer choices; examining 
existing databases for additional information on utilization and access among high-risk 
and targeted population groups; increasing coordination with other providers to assure 
access and continuity of services; and establishing professional consensus about the 
efficacy and effectiveness of counseling in clinical practice to help patients improve their 
own health.   
 
The following discussion identifies a single issue that would improve delivery of a 
specific clinical preventive measure.  In reality, however, all five strategies will be 
needed to some extent in order to improve delivery rates for each preventive service. 
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Table 5:  High-Yield Preventive Services with Low Delivery Rates in California’s Managed 
Care Population, 1998-2000 

Recommended Services, and Specific Measures Reported Delivery Rates 

A.  Assess adults for tobacco use and provide tobacco cessation counseling   

  
Smokers and recent quitters aged 18 years and older who had seen a health practitioner 
in the year and who received advice to quit smoking during the year 

55%1 

  
Smokers aged 18-64 years who reported that their physician had discussed smoking with 
them in the past 3 years 

65%2 

    
Covered workers aged 18-64 years in employer-sponsored HMOs with behavioral 
smoking cessation program as a covered benefit 

30%3 

B.  Screen for vision impairment among adults aged 65 and over   
    VSP Medicare managed care plan members aged 65 years and older who receivied a 

well vision exam during the past year 
36%4 

C.  Screen for colorectal cancer (FOBT and/or sigmoidoscopy) among all persons aged 50 
years and older  
  Adults aged 50 years and older who received FOBT during the past year and/or 

sigmoidoscopy/colonoscopy in the past 5 years 
39-45%5 

    Adult members of medical groups/IPAs, aged 50 years and older, who received FOBT 
during the past year and/or sigmoidoscopy/colonoscopy in the past 5 years  

65%6 

D.  Screen for chlamydia among women aged 15 to 24 years   
  Sexually active women aged 16-20 who received at least one test for chlamydia during 

the year 
19%1 

  Sexually active women aged 21-26 who received at least one test for chlamydia during 
the year 

16%1 

  Women aged 18-19 years old who received a chlamydia test in the past 12 months  53%7 
    Women aged 20-24 years old (and reporting a new male sexual partner in the past 12 

months) who received a chlamydia test in the past 12 months  
43%7 

E.  Screen for problem drinking among adults and provide brief counseling   
  Adults aged 18-64 years at risk for alcohol abuse who reported that their physician had 

discussed alcohol with them in the past 3 years 
27-34%2 

  Adults aged 18-64 years who reported that their physician had discussed alcohol with 
them in the past 3 years 

18-21%8 

    Adult members of medical groups/IPAs, aged 18-70 years who reported that their doctor 
or other health professional had discussed alcohol/s ubstance abuse with them in the past 
2 years 

8-10%6 

    
1California HEDIS 2001 data (for year 2000); as reported by CCHRI  

2California BRFS 1999; based on analysis conducted by Health Insurance Policy Program, UC Berkeley in September-October 2001. Ranges 
reflect independent rates for HMOs and PPOs. 

3Kaiser/HRET/UC Berkeley California Employer Health Benefits Survey, 1999; as reported in Schauffler HH and Brown ER, The State of Health 
Insurance in California, 1999.  

4VSP Administrative Claims Data f or 2000; unpublished analysis conducted September-October 2001 

5California BRFS 1999; as reported in Schauffler,H and McMenamin, S.  Assessing PPO Performance on Prevention and Population Health.  
Medical Care Research and Review , 2001; 58(s1):113-137.  Ranges reflect independent rates for HMOs and PPOs. 

6PBGH Physician Value Check Survey, 1998. Range reflects independent rates for Northern and Southern California.  

7California Women’s Health Survey 2000; unpublished preliminary data from California Department of Health Services, Sexually Transmitted 
Disease Control Branch 

8California BRFS 1999; as reported in Schauffler HH and Brown ER, The State of Health Insurance in California, 1999. Ranges reflect 
independent rates for HMOs and PPOs. 
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The Five C’s                                                                                         Part 1 
 
 

Coverage – Paying for services, e.g., a smoking cessation benefit  
 

Consumer Choice 

Counting 

Comprehensive Approaches 

Credible Models 

 
Coverage for services is an important aspect of being able to access healthcare 
services.  Access to quality healthcare is important to eliminate health disparities and 
improve the health status of all Californians.  Across all preventive services, having 
health insurance and a primary care provider are strong predictors that a person will 
receive appropriate preventive care.  Improving access to appropriate clinical preventive 
services, including access to appropriate tobacco cessation services for adults who 
smoke, requires addressing insurance coverage barriers.  Such barriers can include a 
lack of coverage for effective, recommended services or inadequate reimbursement for 
services.  Similarly, patient acceptance or utilization of preventive measures may be low 
simply because they may be unaware of their benefits.  System and policy interventions 
can increase the delivery of quality healthcare by offering preventive services among 
standard covered benefits.   
 
Coverage & Tobacco Cessation 

There is ample evidence that pharmacotherapy and tobacco cessation counseling by 
clinicians is effective, yet coverage of replacement therapies and counseling among 
California managed care plans is not a uniform benefit.  Sixty-five percent of managed 
care organizations in California partially or fully cover some form of cessation treatment; 
about half cover behavioral smoking cessation programs.  
 

Table 6:  Tobacco Assessment and Counseling 
Delivery Rates in California’s Managed Care Population, 1999-2000 

USPSTF: Recommended Services, and Specific Measures Reported Delivery Rates 
Assess adults for tobacco use and provide tobacco cessation counseling   

  Smokers and recent quitters aged 18 years and older who had seen a health practitioner in 
the year and who received advice to quit smoking during the year 

55%1 

  Smokers aged 18-64 years who reported that their physician had discussed smoking with 
them in the past 3 years 

65%2 

  Covered workers aged 18-64 years in employer-sponsored HMOs with behavioral smoking 
cessation program as a covered benefit 

30%3 

 
1California HEDIS 2001 data (for year 2000); as reported by CCHRI   
2California BRFS 1999; based on analysis conducted by Health Insurance Policy Program, UC Berkeley in September-October 2001 
3Kaiser/HRET/UC Berkeley California Employer Health Benefits Survey, 1999; as reported in Schauffler HH and Brown ER, The State of Health 
Insurance in California, 1999.  
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U.S. Preventive Services Task Force (USPSTF) Recommendation and California 
Findings 

Delivery rates for advice to quit and coverage among California’s managed care 
population are shown in Table 6 (preceding page).  The USPSTF states “tobacco 
cessation counseling on a regular basis is recommended for all persons who use 
tobacco products…  Anti-tobacco messages are recommended for inclusion in health 
promotion counseling of children, adolescents, and young adults.”17   California data 
indicate that, among adult smokers and recent quitters who had seen a healthcare 
provider in the last year, 55 percent received advice to quit.  Sixty-five percent of adult 
smokers reported that their physician had discussed smoking with them in the past 
three years.  With regard to discussion of smoking, statistically significant differences 
were found in the delivery rates between non-Hispanic White (68 percent) and Hispanic 
(44 percent) smokers.18  However, only 30 percent of workers in employer-sponsored 
health plans had access to behavioral smoking cessation programs as a covered 
benefit.19,20,21 

 
It should also be noted here that, in light of the large contribution to excess mortality by 
tobacco use, the Task Force on Community Preventive Services conducted a 
systematic review of the evidence of effectiveness of population-based interventions 
addressing tobacco prevention and control – including approaches to increase 
cessation.  The Task Force strongly recommended several approaches that were 
specific to the healthcare system:  (1) provider reminder systems coupled with provider 
education and (2) patient telephone support lines when coupled with other interventions.  
It also recommended use of provider reminder systems alone and reducing patients’ 
out-of-pocket costs for effective tobacco use and dependence treatments.22  
 
National Benchmarks 

The Healthy People 2010 disease prevention and health promotion objectives for the 
nation describe achievable benchmarks, based on existing technology and current 
service levels.  The national objective is to raise coverage for evidence-based treatment 
for nicotine dependency by managed care organizations to 100 percent by 2010.23  
Data from a national survey indicate that about 75 percent of health plans partially or 
fully cover at least one smoking cessation intervention.24  In addition, the national 2010 
objective regarding the prevalence of cigarette smoking among adults aged 18 and 
older is 12 percent of the population.25  Despite several decades of declining rates of 
smoking, about 16 percent of adult Californians – 17.5 percent of California adult men 
and 13.6 percent of adult California women – continue to smoke.26   
 
Additional benchmarks and recommendations from health organizations and 
professional groups are located in Appendix A-1. 
 
Why Coverage Matters 

There is some evidence that smoking cessation benefits are not covered to the same 
extent that other clinical preventive services are covered.  In 1999, a statewide survey 
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of 431 California employers who sponsored health maintenance organization coverage 
for an estimated 5.9 million California adults was conducted.  This survey of preventive 
services found that, while 98 percent of workers were covered for adult periodic exams, 
well baby care, and prenatal care, respectively, and 95 percent were covered for 
mammography, only 36 percent were covered for nicotine replacement and 30 percent 
were covered for behavioral counseling.27  Among managed health care enrollees with 
employer-sponsored coverage in 1999, 29 percent of workers in small firms (3-50 
employees) and 46 percent in large firms (1000 or more employees) had any coverage 
for smoking cessation treatments.28 

 
Turning to what is being covered, a recent study published in 1999 provides additional 
information on coverage of smoking cessation treatments (pharmacological and 
behavioral) among employer- and publicly sponsored managed care plans in California.  
These data indicate that Medicaid in California (Medi-Cal), which covers some 5 million 
Californians, provided coverage for all 5 pharmacological treatments, but does not cover 
counseling services.  Among commercial plans, overall, there were fewer 
pharmacological benefits being covered when compared to those covered by Medi-Cal, 
but more counseling was offered.  A little more than half of the commercial plans (54 
percent) covered Zyban and 38 percent covered Wellbutrin.  Only 23 percent of plans 
covered the nicotine patch, nasal sprays, and inhalers, respectively. Two plans did not 
provide any pharmacological coverage for tobacco cessation.  Approximately half 
offered individual counseling on quitting or other types of behavioral counseling and 
assistance, and 46 percent offered proactive telephone assistance.  Only 38 percent 
offered multiple (at least four) individual counseling sessions and 23 percent offered 
multiple behavioral or support sessions.29  
 
Overall, coverage is important in assuring access to preventive care for those who 
smoke or are at risk of smoking, and for reducing maternal exposure.  Even so, it should 
be noted that decisions to smoke or to seek help in quitting are influenced by many 
factors, most of which are not related to plan coverage.  In examining the nexus 
between coverage and utilization of the benefit, it is important for healthcare providers 
to intervene when appropriate and that such efforts to reduce tobacco use be 
comprehensive, evidence-based, and reinforced by community norms and 
environmental policies. 
 
What Works 

Reducing Tobacco Use:  A Report of the Surgeon General, released in 2000, is the first 
to offer a review of the various methods used to reduce and prevent tobacco use.  The 
report invites clinicians to “ask, advise, assess, assist, and arrange”, meaning the 
healthcare system should:  identify smokers by asking; advise smokers to quit and 
assess their interest in doing so; provide brief counseling to smokers interested in 
quitting; and for smokers who want them, arrange for pharmacotherapy and/or 
behavioral interventions.30  
 
California-specific data suggests low delivery of these recommendations among health 
plans and clinicians.  In 1999, 60 percent of smokers enrolled in California health plans 
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reported they had been advised by a clinician to quit smoking.31  However, only 12 
percent of smokers say a quit date had been suggested by their doctor during the 
previous 12 months, eight percent had been given a prescription to aid quitting by their 
doctor, and ten percent said their doctor had suggested other assistance in quitting.32 
 
Conclusion & Recommendation to DMHC 

Although much of our knowledge about helping smokers to quit remains 
incomplete, there is more than enough evidence to initiate policies to broaden 
uniform coverage for effective tobacco cessation interventions.  According to the 
U.S. Surgeon General, smoking cessation interventions are more cost effective 
than other clinical preventive measures, including screening for cervical, breast, 
and colon cancers, and treatment of mild high blood pressure and elevated blood 
cholesterol levels.  Current California law requires that health plans offer 
coverage for smoking cessation services.  Efforts to require uniform and 
expanded coverage would require legislation and may not be immediately 
actionable by regulating bodies.   
 
The Director of the Department of Managed Health Care can take action by 
working with healthcare purchasers and health plans to implement policies that 
reinforce the view that tobacco dependence is a chronic condition.  The Director 
can also promote, as a covered benefit, tobacco cessation counseling and 
pharmacotherapy interventions identified as effective, as well as adequate 
reimbursement for the provision of tobacco dependence treatment.  Special 
attention should be paid to coverage and delivery of cessation services to 
pregnant women consistent with the practice guidelines issued by the Surgeon 
General in June 2000. 
 
California Managed Care Data & Measures:  Technical Notes 

Delivery rates of assessment of tobacco use and provision of counseling in California’s 
managed care organizations are derived from several surveys, each of which asked the 
relevant questions somewhat differently.  All surveys addressed smoking specifically, 
rather than tobacco use.  Additionally, the wording of most questions does not allow for 
assessment of the intensity or comprehensiveness of the assessment or counseling, 
i.e., whether it be simple inquiry of smoking status, advice to quit, or provision of more 
in-depth counseling.  It should also be noted that all three surveys are based on self-
reported data, and are subject to any limitations on patient understanding and recall that 
may exist, although research suggests that for measurement of health behavior 
counseling, including tobacco cessation counseling, patient self-report is reliable.33  It 
should also be noted that these data do not allow for determination of whether the 
tobacco advice/discussion captured through these surveys represents true preventive 
care or rather disease management/symptom treatment. 
 
The HEDIS rate represents the percentage of California smokers enrolled in a plan 
submitting HEDIS data who had seen a health provider in the previous year and who 
reported that they had received advice to quit smoking in the previous year.  Response 
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rates to the HEDISmember satisfaction survey used to collect the advice-to-quit data 
were too low to allow for calculation of estimates for individual California plans, so only 
the statewide average was provided by CCHRI.  As HEDIS reporting is voluntary for 
HMOs and publicly reporting plans tend to score higher than non-publicly reporting 
plans, it is possible that the true statewide HMO average is slightly lower. The question 
used to estimate smoking assessment and counseling from the California BRFS asked 
respondents whether their physician or other health professional had discussed, in the 
last three years, any of a list of health education topics with them, and smoking was 
read as one of the topics. Comparison of CA BRFS data for current smokers and non-
smokers suggests that a portion of respondents may interpret provider inquiry of 
smoking status as a discussion of this health education topic, since non-smokers also 
report some level of smoking discussion.  In the PBGH survey of physician groups, 
patients with visits in the past twelve months reported whether or not their personal 
doctor or nurse had talked with them about smoking in the past 12 months. Data were 
only available in aggregate, not by smoking status. 
 
Additional information on these data sources and tobacco cessation service delivery 
rates in California are presented in Appendix C:  Data Sources and Additional Tables. 
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The Five C’s                                                                                         Part 2 
 

Coverage  

Consumer Choice   - Facilitating informed choices through consumer education, mailers 

Counting 

Comprehensive Approaches 

Credible Models 

 
In today’s marketplace environment, health consumers can be powerful change agents.  
There is little question that even under optimal conditions our systems of care would be 
less effective than they could be if consumers are not prepared to take action.  Optimal 
conditions mean that researchers and healthcare providers agree on what constitutes 
quality preventive care.  It means that a team of providers is trained and organized to 
deliver that care.  It also means that preventive services are available and accessible to 
those who need them.  But, even so, consumers need to know how to access 
preventive care, why it is important to them, and when and what steps they can take to 
improve their own health.   
 
Consumer Awareness and Screening 

Reduction in deaths due to colorectal cancer can be achieved through screening to 
detect and remove precancerous polyps.  The efficacy of various screening tools has 
been demonstrated through randomized controlled trials and case-controlled studies.  In 
California, managed health care plans are required to provide coverage for all generally 
medically accepted cancer screening tests, including colorectal screening tests. Yet 
utilization of this benefit remains low, suggesting the need for concerted consumer 
educational efforts.  
 

 Table 7:  Colorectal Cancer Screening Delivery Rates 
in California’s Managed Care Population, 1998-1999 

USPSTF: Recommended Services, and Specific Measures Reported Delivery Rates 

Screen for colorectal cancer (FOBT and/or Sigmoidoscopy) among all persons aged 50 years and 
older 

 

  Adults aged 50 years and older who received FOBT during the past year and/or 
sigmoidoscopy/colonoscopy in the past 5 years 

39-45%1 

  Adult members of medical groups/IPAs, aged 50 years and older, who received FOBT during 
the past year and/or sigmoidoscopy/colonoscopy in the past 5 years 

65%2 

 

1California BRFS 1999; as reported in Schauffler,H and McMenamin, S.  Assessing PPO Performance on Prevention and 
Population Health.  Medical Care Research and Review , 2001; 58(s1):113-137.  Ranges reflect independent rates for HMOs 
and PPOs. 

 

2PBGH Physician Value Check Survey, 1998. Range reflects independent rates for Northern and Southern California.  
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U.S. Preventive Services Task Force (USPSTF) Recommendation and California 
Findings 

The USPSTF states, “Screening for colorectal cancer is recommended for all persons 
aged 50 and older with annual fecal occult blood testing (FOBT), or sigmoidoscopy 
(period unspecified) or both.”34   Examination of existing California managed care data, 
displayed in Table 7, indicates only 39 percent of older adults in preferred provider 
organizations (PPOs) and 45 percent of older adults enrolled in health maintenance 
organizations (HMOs) received a FOBT during the past year and/or an endoscopic test 
(either a sigmoidoscopy or colonoscopy) in the past five years.35  The proportion of 
those who received either is unknown but data reported by the Centers for Disease 
Control and Prevention for all California adults indicates that 26 percent have ever used 
a home blood stool kit and 35.1 percent have ever had a sigmoidoscopy or colonoscopy 
exam.36 The California managed care data for older adults indicate a statistically 
significant difference in the delivery rate of colorectal screening for non-Hispanic 
Whites, 46 percent, compared with all other race/ethnic groups, who had a combined 
screening rate of 30 percent.37  Nationally, widespread screening for colorectal cancer 
could save up to 30,000 lives a year if all cases were found at an early stage.  
 
National Benchmarks 

With regard to colorectal screening, the Healthy People 2010 objectives call for a 34 
percent improvement in the colorectal cancer death rate.  Nationally, 21.2 colorectal 
cancer deaths per 100,000 population occur, but with early detection and removal of 
precancerous colorectal polyps, this rate could be reduced by 34 percent to 13.9 
deaths/100,000 population by 2010.38  At 13.4 deaths/100,000 population, the overall 
death rate from invasive colorectal cancer in California is below the national target.  
However, there are marked differences among population subgroups.  The death rate 
from colorectal cancer is above the target for California men (16.2 deaths/100,000 
population), and is particularly high for African American men (24.6 deaths/100,000 
population) and African American women (18.4 deaths/100,000 population) in 
California.39 

 
Additional benchmarks and recommendations from health organizations and 
professional groups are located in Appendix A-2. 
 
Why Informed Consumers Make A Difference 

Precursor lesions (i.e., polyps or non-cancerous growths) almost always precede the 
development of colorectal cancer by several years; removing polyps may reduce the 
risk of cancer. 
 
An important consideration in improving the delivery of colorectal screening rates in 
California is the ability of clinicians to comply with established guidelines, as well as the 
desire of patients to comply with testing recommendations.  Clinical trials have reported 
compliance rates of 50 to 80 percent for FOBT among volunteers.40  Compliance rates 
as low as 15 to 30 percent have been reported from community screening 
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programs41,42,43 and rates as low as six to 12 percent for sigmoidoscopy. 44,45 A survey 
of patients over the age of 50 found that only 13 percent wanted to receive a 
sigmoidoscopy after being advised to do so, with patients citing cost, discomfort and 
fear as barriers.46  Physicians are often reluctant to perform invasive colorectal 
screening tests on average-risk, asymptomatic patients, due to time and cost 
considerations, as well as limitations in their training and ability to perform the screening 
examinations.47 
 
This information suggests that all average-risk patients should receive frank education 
about the benefits and risks of colorectal cancer screening tests from their managed 
health care providers.  Since screening rates, by whatever method or combination of 
methods, are low across managed health care plans in California, at the provider group 
level, each plan should describe a screening strategy based on available resources and 
look for systematic ways to promote appropriate delivery of colorectal screening to older 
adults.  
 
What Works 

Several screening tests are currently available for the early detection of colorectal 
cancer and non-cancerous growths:  fecal occult blood testing (FOBT), flexible 
sigmoidoscopy, colonoscopy, and double contrast barium enema.  Digital rectal 
examination has also been recommended.  FOBT and colonoscopy represent the 
extremes of a spectrum of potential screening strategies.  FOBT is characterized by 
simplicity and low cost.  It can be utilized with relative ease and few side effects or risks.  
Colonoscopy, on the other hand, is characterized by efficacy and thoroughness, but it is 
an invasive procedure with more risks.  In clinical practice, FOBT and sigmoidoscopy 
are widely used to screen for colorectal cancer and barium enema and colonoscopy are 
used as diagnostic tests.48  
 
Several studies have shown that colonoscopy, flexible sigmoidoscopy, and FOBT are 
each cost-effective screening tools.49,50,51,52,53,54,55  It is unclear which screening strategy 
makes the most sense in terms or costs and associated benefits.  Although both FOBT 
and flexible sigmoidoscopy represent less expensive screening programs than does 
colonoscopy, this cost advantage is offset by the costs of medical care for cancers 
missed by these two screening methods.56 Several recent studies have suggested that 
colonoscopy every ten years beginning at age 50 is a more effective and more cost-
effective way to screen for colorectal cancer than FOBT every year or sigmoidoscopy 
every five years due to low patient compliance.57  Another recent study published in the 
New England Journal of Medicine suggests that colonoscopic screening is significantly 
more sensitive in detecting cancerous polyps and advanced neoplasms in 
asymptomatic adults.58  The constantly evolving science and guidelines can lead to 
confusion and consequently to inaction because of the uncertainty of benefits of 
different screening tests. 
 
Conclusions & Recommendation to DMHC 

Despite the call for specific screening tests and/or periodic  sigmoidoscopy for all 
persons aged 50 or older, by whatever method or combination of screening 
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techniques currently recommended, adherence is low – 50 percent or less. 
Screening rates among patients may be low due to poor patient compliance, 
disputes about the quality of the evidence supporting screening tests, the costs 
and risk associated with some tests, and the availability of clinicians trained in 
performing some of the screening.  The concept of “shared decision-making” 
with patients and physicians acting together acknowledges the uncertainties in 
science and encourages full discussion of the risks and benefits of screening 
tests.   
 
Given these barriers, the Director of the Department of Managed Health Care 
should adopt a multi-pronged educational strategy to:  (1) convene a group 
(including consumers, health plan medical directors, as well as healthcare 
purchasers) to gain consensus on an appropriate colorectal screening strategy 
(or strategies) and ways to promote its/their delivery to California managed health 
care enrollees age 50 and older; (2) provide consumer education to enrolled 
Californians age 50 and older about endoscopic procedures and other tests as a 
covered benefit to screen for colorectal cancer; (3) involve patients directly in 
decisions about screening by providing information about the benefits and risks 
of screening tests, taking into account that informed choice is based upon 
preference and availability of qualified providers of sigmoidoscopy or 
colonoscopy. 
 
California Managed Care Data & Measures:  Technical Notes 

Delivery rates for colorectal cancer screening within managed care in California are 
derived from two surveys, the California Behavioral Risk Factor Survey (BRFS) and the 
1998 Physician Value Check Survey by the Pacific Business Group on Health.  
Although both surveys asked about receipt of blood stool testing and colonoscopy or 
sigmoidoscopy within the commonly recommended time intervals, the PBGH survey 
found rates of adherence to screening guidelines to be much higher than those reported 
in the BRFS.  The BRFS is a telephone interview survey, while the PBGH survey was 
conducted by mail.  However, both surveys are based upon patient self-report, and are 
thus subject to similar limitations on patient recall and understanding.  Results of an 
Ohio study, which compared patient self-report to direct observation and medical 
records for a variety of preventive services, suggest that patients often fail to report 
fecal occult blood testing (FOBT); the sensitivity of patient self-report for sigmoidoscopy 
or colonoscopy was not addressed.59  However, it should also be noted that the data 
presented in this report do not allow for determination of whether the colorectal cancer 
screening captured through these surveys represents true preventive care or rather 
disease management/symptom treatment.  Another recent Ohio study found that over a 
third (35%) of the sigmoidoscopies performed were delivered in response to patient 
symptoms.60   
 
The BRFS rate represents an estimate of the percentage of California adults aged 50 
years and older who had received an FOBT within the previous year and/or a 
sigmoidoscopy or colonoscopy within the past five years. This protocol differs somewhat 
from the USPSTF recommendation, which calls for annual FOBT and/or sigmoidoscopy 
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in an unspecified time period. However, this protocol is the same as that used by the 
CDC in assessing the proportion of the US population that has been screened within the 
recommended period. To assess FOBT utilization, respondents we re asked whether 
they had ever had a blood stool test using a special kit at home to determine whether 
the stool contains blood.  If so, they were asked when, and options such as “within the 
past year” were read if necessary.  Respondents were also asked whether or not they 
had ever had a sigmoidoscopy or a colonoscopy.  If so, they were asked when, and 
options including “within the past 5 years” were read if necessary.  Based on these data, 
the overall percentage of respondents receiving screening in accordance with the 
above-mentioned criteria was calculated.  Results were calculated separately for 
respondents reporting HMO and PPO health plan membership, although no statistically 
significant differences in screening rates were observed between the two models.  
 
The screening rates obtained from the PBGH 1998 Physician Value Check Survey were 
much higher, with 65% of respondents in Northern California physician groups and 65% 
of those in Southern California physician groups reporting that they had received a 
blood stool test within the past year and a sigmoidoscopy or colonoscopy in the past 
five years.  Respondents were asked two separate questions, one regarding receipt of 
sigmoidoscopy or colonoscopy in the past five years, and the other regarding the use of 
“testing cards given to you by your doctor to check for blood in your stool (bowel 
movement)”.  Reported rates of receipt of blood stool testing in the past year were 41% 
and 43% for Northern and Southern California physician groups, respectively.  Reported 
rates for receipt of sigmoidoscopy/colonoscopy within the past five years were 48% and 
45% for Northern and Southern California physician groups, respectively.   
 
Additional information on these data sources is presented in the Appendix C:  Data 
Sources & Tables. 
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The Five C’s                                                                                         Part 3 
 

Coverage  

Consumer Choice 

Counting – Using data, e.g., reporting rates of service delivery; report cards 

Comprehensive Approaches 

Credible Models 

 
The fundamental importance of data – its collection and reporting – has emerged as 
one of the key issues at the forefront of managed health care delivery systems.  In 
some instances, innovations have been driven by purchasers of care seeking quality, 
cost-effective care for the dollars spent.  In other cases, managed care organizations 
have depended upon data to balance costs, access and appropriate outcomes in 
healthcare.  At each level of the health continuum, there has been a heightened need 
for data on health status, and on the processes and outcomes of care.  Also, there has 
been increased emphasis on the need for comparable data – e.g., data that has been 
standardized to allow purchasers and consumers to make realistic comparisons 
between healthcare systems.   
 
Descriptive Data, Performance Measures and Visual Screening 

Data on health risk behaviors and clinical preventive services are often not captured by 
existing data sets – or, if they are captured, they are not analyzed – despite the fact that 
they are needed to appropriately target preventive interventions.  For example, few data 
exist from published national or state sources concerning the delivery of vision 
screening services to older adults in California managed care plans. Given the difficulty 
and costs associated with developing effective information systems, examination of 
existing administrative data, surveys of patients/consumers, and expansions of public 
efforts, such as the California Behavioral Risk Factor Survey, may address a portion of 
the need for better prevention-oriented data.  
 

Table 8:  Screening for Vision Impairment in Older Adults -  
Delivery Rates in California’s Managed Care Population, 2000 

USPSTF: Recommended Services, and Specific Measures Reported Delivery Rates 

Screen for vision impairment in adults aged 65 and older (Snellen acuity testing)  

  Medicare managed care plan members aged 65 and older who received a well vision 
examination during the past year (Vision Service Plan) 

36%1 

 
1VSP Administrative Claims Data for 2000; unpublished VSP analysis, September/October, 2001 
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U.S. Preventive Services Task Force (USPSTF) Recommendation and California 
Findings 

The U.S. Preventive Services Task Force states,  “Routine vision screening with 
Snellen acuity testing is recommended for elderly persons.  The optimal frequency for 
screening is not known and is left to clinical discretion.”63  Data from Vision Service Plan 
of California (Table 8) for approximately 500,000 adults aged 65 and over enrolled in 
Medicare managed care plans indicates that 36 percent of members received a well 
vision examination, including a Snellen acuity test, during the past year.64 
 

National Benchmarks 

The Healthy People 2010 objectives include one developmental objective (i.e., there 
were few baseline data with which to measure progress):  to reduce uncorrected visual 
impairment due to refractive errors.65  This objective is general in that it does not specify 
a screening measure, target population, or goal (probably because few data are 
available to establish these parameters). 
 
Additional benchmarks and recommendations from health organizations and 
professional groups are located in Appendix A-3. 
 
Why Vision Screening Matters 

Few data are readily available describing clinical practices for vision screening of older 
adults. Older persons are disproportionately affected by sensory impairments.  Although 
nationally those age 65 and older make up 12.8 percent of the U.S. population, they 
account for 30 percent of all visually impaired individuals.  Nearly 37 percent of all visits 
to physicians’ offices for eye care are made by persons 65 and older.66 As with other 
potentially valuable clinical preventive services, relatively little is known about the extent 
of the problem among California’s older adult populations — including coverage and 
access to appropriate screening by primary care clinicians or specialists, referrals for 
vision screening, and education concerning warning signs.  What is clear is that early 
detection and treatment can prevent or at least postpone some serious impairments and 
there is room for growth in the use of aids and devices to lessen the effects of 
impairments. 
 
Being able to deliver and improve clinical preventive services, especially visual acuity 
screening, to older persons is important for two reasons:  (1) California’s population 
longevity is increasing – persons living in California who reach age 65 years have a high 
probability of living to age 80 and beyond; and (2) visual disorders in older adults are 
associated with injuries due to falls and motor vehicle accidents, diminished work 
productivity, and poor quality of life.  According to national statistics, many older adults 
may be unaware of changes in their vision and a significant proportion may be using 
incorrect prescriptive lenses.  
 
Having to count, measure or describe a clinical practice can lead to that practice 
becoming standardized and supported within medical settings.  In this respect, the 
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Healthplan Employer Data and Information Set (HEDIS ), developed by the National 
Committee for Quality Assurance, has led the way in providing aggregate plan-specific 
performance measures of the process and outcomes of care.  More importantly, these 
results are reported in a standardized format that allows comparisons to be made 
across health plans and time spans.  Many health care observers believe HEDIS  
measures, such as mammography and immunization, have received increased attention 
from health plans with consequent improvement in delivery rates. 
 
What Works 

Although, according to the second edition of the U.S. Preventive Services Task Force 
guidelines, the effect on functional outcomes of periodic screening with Snellen chart 
acuity in the elderly has not been directly assessed, there is evidence that routine 
screening leads to improvements in measured acuity. 67  With increasing age, there is a 
strong argument for early detection of uncorrected visual impairment to help prevent 
injury and improve independent living.  Results from the Coffield study ranked vision 
screening among people aged 65 and older as a highly valuable service due to a high 
prevalence of uncorrected vision. That study found vision screening to be cost-effective 
(defined as the net cost of the service divided by the estimated quality-adjusted years of 
life saved) whether or not vision-related hip fractures were included in the analysis.68 
 
Conclusions & Recommendation to DMHC 

Critical information about the delivery and utilization of many beneficial clinical 
preventive services are lacking but may be available through administrative data 
or other sources.  With regard to the delivery of vision screening to older 
Californians, or other preventive services for which there are few data, the 
Director of the Department of Managed Health Care should:  (1) identify potential 
sources of preventive health data – e.g., the Department of Health Services’ 
Behavioral Risk Factor Surveillance System or Vision Service Plan of California – 
to determine the feasibility, cost, and utility of these data in describing delivery 
patterns among managed health care plans in California; (2) coordinate efforts 
with the Department of Motor Vehicles, which performs vision screening of older 
adults, to assess the possibility of strengthening processes for identifying at-risk 
persons and referring them to appropriate vision care providers; and (3) link 
reporting of these new data to the Report Card published annually by DMHC.  
This information should be useful in advocating for the development of 
prevention-oriented performance measures at national levels and serve as one 
strategy to promote delivery of such important care.  A feasibility study may be 
necessary to examine the extent to which state agencies can share health-related 
data and the degree to which governmental agencies can make referrals to vision 
care providers. 
 
California Managed Care Data & Measures: Technical Notes 

Data on the delivery of vision screening services to older adult population were obtained 
from Vision Service Plan (VSP), a large provider of eye care wellness benefits.  
Administrative data formed the basis for the analysis, which was performed using paid 
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claims and enrollment data for the year 2000 for more than half a million Medicare 
managed care members aged 65 years and older. The overall and individual plan 
screening rates were determined by dividing the total number of unique members within 
a health plan who had an exam in the year by the average monthly enrollment during 
the year. The use of member-months allows for the inclusion of both members who 
were in the plan for less than a full year and the exams such members received.  Within 
the scope of this report it was not possible to determine rates for longer periods, as this 
would have required the use of membership data on continuous enrollment. Medical 
vision exams are excluded from the analysis, which focuses on well vision exams as an 
indicator of preventive screening.  
 
Additional information on these data sources is presented in the Appendix C:  Data 
Sources & Tables. 
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The Five C’s                                                                                         Part 4 
 

Coverage  

Consumer Choice 

Counting 

Comprehensive Approaches – Creating prevention opportunities, e.g., standing orders  
  for preventive services 
Credible Models 

 
Sexually transmitted diseases (STDs), like chlamydia, are common, costly and 
preventable.  Access to high-quality health care is essential for early detection, 
treatment, and behavioral change counseling for STDs.  Often, many of the groups at 
highest risk of STDs are the same groups in which access to health services is most 
limited due to coverage exclusions, copayments or deductibles, but also due to missed 
opportunities within clinical settings to screen for STDs.  Prevention opportunities arise 
from an understanding of STD transmission – e.g., the rate at which uninfected 
individuals have sex with infected partners (exposure); the probability that a susceptible 
exposed person will acquire an infection (transmission); and the time period during 
which an infected person remains infectious and able to spread the disease to others 
(duration).  Effective STD prevention requires comprehensive approaches and 
coordinated population-level and individual-level interventions that can alter the natural 
course of these factors. 
 
Coordinated & Comprehensive Screening Efforts 

Due to the development of new sensitive, rapid, non-invasive diagnostic tests, 
chlamydia screening of specific populations in non-traditional, clinical settings appears 
to be a promising new control strategy.69  However, the broader use of these tests will 
depend on:  increased coordination among medical providers; collaboration with public 
health disease control experts; and access to well-equipped laboratory resources. 
 

Table 9:  Screening for Chlamydia Among Women -  
Delivery Rates in California’s Managed Care Population, 1999-2000 

USPSTF: Recommended Services, and Specific Measures Reported Delivery Rates 

Screen for Chlamydia among women aged 15 to 24 years  

  Sexually active women aged 16-20 years who received at least one test for chlamydia during 
the year 

19%1 

  Sexually active women aged 21-26 years who received at least one test for chlamydia during 
the year 

16%1 

  Women aged 18-19 years who received a chlamydia test in the past 12 months  53%2 

  Women aged 20-24 years (and reporting a new male sexual partner in the past 12 months) 
who received a chlamydia test in the past 12 months  

43%2 

1California HEDIS 2001 data (for year 2000); as reported by CCHRI   
2California Women’s Health Survey 2000, unpublished data from the California Department of Health Services, Sexually Transmitted Disease Control Branch 
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U.S. Preventive Services Task Force (USPSTF) Recommendation and California 
Findings 

The USPSTF’s Guide to Clinical Preventive Services recommends that clinicians 
routinely screen all sexually active women aged 25 and younger and other 
asymptomatic women who may otherwise be at risk – whether or not they are pregnant 
– for chlamydial infection.70   
 
Yet, both national and state data indicate women are not being screened.  National 
surveys of major health plans found that between 2 percent and 40 percent of sexually 
active teenage girls aged 15 to 25 years had been screened. 71 Delivery rates of 
screening for chlamydia from two California data sets are presented in Table 9 
(preceding page) and indicate that delivery rates for screening for chlamydia among 
high-risk populations are low in managed care plans.   

 
National Benchmarks 

The Healthy People 2010 objective for chlamydia screening is to increase the proportion 
of primary care providers who treat patients with sexually transmitted diseases and who 
manage cases according to recognized standards from 70 percent (baseline) to 90 
percent by 2010.  Developmental objectives were proposed to increase the proportion 
of sexually active females aged 25 years and under who are screened annually for 
chlamydia infections.72 
 
Additional benchmarks and recommendations from health organizations and 
professional groups are located in Appendix A-4. 
 
Why Broader, Comprehensive Screening for Chlamydia Matters 

Chlamydial infection is the most common communicable disease in California.  It is 
responsible for a large proportion of the state’s cases of pelvic inflammatory disease (an 
important cause of chronic pelvic pain, infertility and ectopic pregnancy).  A majority (70 
to 90 percent) of persons infected with chlamydia, especially women, are asymptomatic 
and most cases go undetected.73  The incidence of chlamydia infections is widespread 
throughout California.  Nearly 60 percent of California’s 58 counties report at least 100 
cases of chlamydia each year.74  It is highly unlikely that chlamydial infections can be 
curbed without the active participation of managed care plans in screening high-risk 
individuals and detecting infectious individuals. 
 

More than 58,700 cases of chlamydia were reported in California in 1997 – of that 
number 53,557 were in women (70 percent between the ages of 15 and 24).  Due to 
under-reporting and undiagnosed infections, the Department of Health Services 
estimates that closer to 300,000 women and their partners are infected annually. 75 
Nearly seven percent of adolescent girls screened in managed health care settings 
were infected with chlamydia, roughly equal to the prevalence of chlamydia among girls 
screened in family planning facilities.76  Yet in 1997 (the most recent year for which 
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there are data), fewer than 20 percent of sexually active young adults were being 
offered screening in managed care settings in California.77 

 
What Works 

Simple, routine screening tests can identify the presence of chlamydial infections.  
Treatment with antibiotics is usually successful in preventing further transmission of the 
disease and in limiting complications.   Screening and treatment of chlamydia affect 
both transmission and duration factors.  For curable STDs, like chlamydia, screening 
and treatment can be cost-effective or even cost saving in altering the period during 
which infected persons can infect others.  For STDs that are asymptomatic, again like 
chlamydia, screening and treatment benefit those who are likely to suffer from severe 
complications if the infections are not detected and treated early on. The development 
of new tests that can be performed on urine samples and self-administered vaginal 
swab specimens promises broader screening of males and females in both clinical and 
non-traditional settings.  The availability of a single-dose treatment for chlamydia, as 
opposed to a seven-day regimen, has also increased the likelihood of compliance with 
recommended treatment.  Additionally, California legislation (Senate Bill 646, Ortiz), 
enacted in 1999, authorizes physicians to prescribe, furnish or otherwise provide 
prescription antiobiotic drugs to the partner or partners of a patient with a diagnosed 
sexually transmitted chlamydia infection without examination of the patient’s partner or 
partners.78 
 
Conclusions & Recommendation to DMHC 

Reduction in chlamydia infections requires that managed care providers be aware 
of the high prevalence of chlamydia and the need to screen asymptomatic 
patients in non-traditional clinical settings.  It also requires that they counsel 
chlamydia patients to arrange for treatment of sexual partners, routinely obtain a 
sexual history, and counsel all sexually active patients about the risks of sexually 
transmitted diseases. The Director of the Department of Managed Health Care can 
facilitate this process by developing model clinical practice guidelines for 
broader, coordinated chlamydia screening and treatment for adoption by medical 
policy committees in managed care organizations and medical groups.  
Guidelines would include:  (1) delivery of chlamydia screening services for at-risk 
patients in other potential points of clinical service (e.g., sports physicals, urgent 
care settings and emergency rooms where genital examinations are not routinely 
done); (2) use of non-invasive chlamydia screening tests for males and in 
settings where pelvic examinations are not routinely done for females; and (3) 
establishment of chlamydia screening as a standard of care in prenatal 
examinations.79 

 
California Managed Care Data & Measures: Technical Notes 

Delivery rates of chlamydia testing come from two data sources that derive the data 
differently—one from plan administrative data, and the other from patient self-report. 
The observed rates differ substantially, likely due to differences in the methodologies 
employed.  Comparability of the data is further limited by the use of different age 
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categories.  It should also be noted that these data do not allow for determination of 
whether the chlamydia testing captured through these surveys represents true 
preventive care or rather disease management/symptom treatment. 
 
The HEDIS rate represents the percentage of sexually active California women age 16 
through 26 years enrolled in a plan submitting HEDIS data who were continuously 
enrolled in the previous year (with a gap up to 45 days allowed) and who had received a 
chlamydia test in the previous year.  Chlamydia screening is a recent HEDIS 
measure—the rates reported herein reflect only the second year of its use—and there is 
concern that systems are not in place to allow for accurate reporting of utilization. Many 
managed care organizations in California do not have in-house laboratories but rather 
refer members to outside labs.  In the case of referral, lab test performance data may 
not be entered into the plan’s administrative records, and thus would not be counted. 
Determination of “sexually active” is difficult, as this cannot always be determined from 
administrative or medical records.  In addition, as HEDIS reporting is voluntary for 
HMOs and publicly reporting plans tend to score higher than non-publicly reporting 
plans, the true statewide HMO average may be slightly lower.  
 
HEDIS data indicate that screening rates among target populations enrolled in 
managed health care plans remain low.  These rates may be artificially low, due to the 
data requirements for reporting of screening rates; however, the low rates also reflect 
an overall need for consumer education and ways to address lack of awareness and 
training among health providers about chlamydia screening and treatment services.   
 
Caution should be used when interpreting these rates since more enrollees were 
probably screened than reported due to the lack of access to laboratory data required 
by the HEDIS measure (i.e., without laboratory data, even when the test is ordered and 
provided, the measure is recorded as if no test was performed).  Also, there is difficulty 
identifying sexually active women from medical record information.80 
 
The question used to estimate chlamydia testing from the California Women’s Health 
Survey asked respondents whether they had been tested for chlamydia during the past 
twelve months.  Respondents with at least one male sexual partner were also asked 
whether they had a new male sexual partner during the past twelve months.  Data 
presented in this report are limited to those who also responded in the affirmative to a 
question asking whether they receive their health care though a health maintenance 
organization.  These data are all based on patient self-report, and as such are subject to 
any limitations on patient understanding and recall that may exist.  
 
Additional information on these data sources is presented in Appendix C:  Data Sources 
& Tables. 
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The Five C’s                                                                                         Part 5 
 

Coverage  

Consumer Choice 

Counting 

Comprehensive Approaches 

Credible Models – Translating research, e.g., identifying counseling and behavioral  
  change models that work 
 
Substantial gaps remain in the delivery of screening and counseling services related to 
health behaviors.  Unhealthy diets, sedentary lifestyle, smoking and alcohol use account 
for a majority of preventable deaths in the United States.  Some of the barriers within 
managed care settings in providing counseling include the lack of a  standard benefit for 
counseling as a routine part of care, poor adoption of the standard benefit by plans and 
insurers, and inadequate specific performance measures.  More germane however, is 
the view that counseling is a “conversation” between providers and patients vs. a 
specific, planned intervention.  Therefore, some counseling services often are not seen 
by decision-makers as distinct services, but rather a discourse that takes place anyway, 
in the normal course of care. 
 
Counseling About Problem Drinking 

Several studies over the past few decades have demonstrated that clinicians are 
frequently unaware of problem drinking by their patients.81  The U.S. Preventive 
Services Task Force (USPSTF) identified brief counseling on problem drinking as an 
effective intervention.  National data suggest that risk assessment and counseling 
interventions are delivered less frequently in clinical settings than other preventive 
screenings (e.g., screening mammography),82 due to clinicians’ beliefs about the 
efficacy of counseling interventions, concerns about time constraints, and their 
judgements about patient compliance.83,84   

Table 10:  Screening/Counseling for Problem Drinking Among Adults -  
Delivery Rates in California’s Managed Care Population, 1998-2000 

Recommended Services, and Specific Measures Reported Delivery Rates 
USPSTF: Screen for problem drinking among adults and provide brief counseling   

  
Adults aged 18-64 years at risk for alcohol abuse who reported that their physician had 
discussed alcohol with them in the past 3 years 

27-34%1 

  
Adults aged 18-64 years who reported that their physician had discussed alcohol with 
them in the past 3 years 

18-21%2 

    

Adult members of medical groups/IPAs, aged 18-70 years who reported that their doctor 
or other health professional had discussed alcohol/substance abuse with them in the past 
2 years 

8-10%3 

  1California BRFS 1999; based on analysis conducted by Health Insurance Policy Program, UC Berkeley in September-October 2001. Range reflects 
independent rates for HMOs and PPOs.  
  2California BRFS 1999, as reported in Schauffler HH and Brown ER, The State of Health Insurance in California, 1999. Range reflects independent 
rates for HMOs and PPOs.  
  3 PBGH Physician Value Check Survey, 1998. Range reflects independent rates for Northern and Southern California.  
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U.S. Preventive Services Task Force (USPSTF) Recommendation and California 
Findings 

Screening to detect problem drinking and hazardous drinking is recommended for all 
adult (and adolescent) patients by the USPSTF.85  As indicated by the data in Table 10, 
screening adults for problem drinking and providing brief counseling are among the 
preventive services with the lowest delivery rates examined in this report.  Table 10 
presents data from two sources: the California Behavioral Risk Factor Surveillance 
annual survey of adults and a survey of California patients in medical groups.  With 
regard to physician discussions about alcohol use, low rates were uniformly reported. 
Among adults at risk of alcohol use (defined as persons who consumed five or more 
drinks on a single occasion in the past month), up to one-third reported that their 
physician had discussed alcohol use with them during the past three years.86  Among 
the general adult population only 18 percent reported such discussion during a three-
year period,87 while only 8 to 10 percent of patients in medical groups reported having 
discussed alcohol/substance abuse with their doctor during the past one year.88  
 
National Benchmarks 

Several of the Healthy People 2010 objectives set targets for reducing the number of 
alcohol-related injuries and deaths, including cirrhosis-related deaths among adults. 
Other population goals have been set for reducing overall annual alcohol consumption 
and binge drinking in adults (especially males) from 16.6 in the past month  (the 1998 
baseline) to 6.0 percent in 2010.89  Three developmental objectives (i.e., formulated 
without baseline data) were also established.  The first calls for reducing alcohol-related 
emergency department (ED) visits.90   (Screening for alcohol problems in the ED 
provides an opportunity for early intervention and appropriate referral since alcohol-
related visits are 1.6 times more likely than other ED visits to be injury related.91)  The 
second calls for increasing the proportion of adults aged 18 and older with excessive 
alcohol consumption who are appropriately counseled.92  The third calls for reducing the 
treatment gap for alcohol problems, including addressing patient-level and system-level 
barriers, to improve access to appropriate primary, rehabilitative, and long-term care.93 

 
Additional benchmarks and recommendations from health organizations and 
professional groups are located in Appendix A-5. 
 
Why Early Detection & Alcohol Use Counseling Matter 

A substantial proportion of the population consumes alcohol – 44 percent of adults age 
18 or older report having consumed 12 or more alcoholic drinks during the past year. 94 
Although more than one-half million Americans are under treatment for alcoholism, 
awareness of the true magnitude of the problem is only now becoming fully understood.  
The prevalence of alcohol abuse may be as high as 24 percent for men and ten percent 
for women.95,96,97, 98  Eight to 20 percent of patients seen in primary care settings are 
problem drinkers.99  Any level of drinking during pregnancy may cause injury to the baby 
(Fetal Alcohol Syndrome), but surveys indicate that 12-14 percent of pregnant women 
continue to consume alcohol during their pregnancies.100  Excessive drinking has 
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consequences for virtually every part of the body and even persons who drink relatively 
small amounts of alcoholic beverages may contribute to alcohol-related deaths and 
injuries.  Alcohol problems also have an effect on school attainment, work experience, 
health status and family structure. 
 
Physicians often do not recognize symptoms of alcohol dependence.  In one study, 
problems were detected in less than half of patients.  Even when physicians identify an 
alcohol problem, they are often reluctant to confront the patient with a diagnosis that 
might lead to treatment for addiction due to patient barriers (denial, stigma) and systems 
barriers (lack of coverage, treatment gaps).101   
 
What Works 

There is evidence that brief clinician counseling is effective in getting patients to stop 
smoking and reduce problem drinking.102,103  As an important first step in helping 
patients, screening should involve a careful history of alcohol use and/or the use of 
standardized brief screening questionnaires such as the CAGE 104 or AUDIT105 to 
assess the likelihood of problem or hazardous drinking.  Such responses should be 
confirmed by a discussion with the patient about patterns of use, problems related to 
drinking, and symptoms of alcohol dependence.  All pregnant women should be 
screened for evidence of problem drinking or risk drinking (defined as two drinks per 
day or binge drinking).106 

 
Screening, when it does occur, creates opportunities for intervention.  The results of 
over 40 clinical trials indicate that brief interventions are effective in reducing alcohol 
consumption. These interventions can include feedback from screening examinations, 
health advice to reduce consumption and risk, guidelines for sensible drinking, goal 
setting with the patient, and strategies to increase motivation.107 
 
In addition to the 20 percent of patients who consume alcohol in ways that lead to 
increased risk, about 35 percent drink within the guidelines for moderate use and five 
percent meet the criteria for alcohol dependence.  Screening, brief interventions, and 
more intensive interventions based on differential assessment (a detailed evaluation) 
are elements of treatment of alcohol misuse.108 

 
Conclusions & Recommendation to DMHC 

Integrating alcohol assessment and counseling as a routine part of practice 
within managed health care organizations is challenging due to patients who may 
resist advice and because of provider- and system-level barriers. Current 
California law provides that health plans offer coverage for alcohol-abuse 
services.  Clinicians require tools, training and evidence tailored to their specific 
concerns.  While a model counseling benefit would require legislative action, the 
Director of the Department of Managed Health Care can promote evidence-based 
approaches by: (1) making information available about the cost, efficacy, and 
implementation of successful alcohol counseling/behavioral change 
interventions within managed care organizations; (2) convening payers and 
stakeholders to review evidence regarding a model benefit for counseling as part 
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of routine care; and (3) working with the Office of the Patient Advocate and others 
to identify effective ways to encourage consumer demand for behavior 
counseling  as part of routine care, including pursuing alliances with consumer 
groups that engage patients in their own health and health care. 
 
California Managed Care Data & Measures: Technical Notes 

Delivery rates for the assessment of problem drinking and the provision of brief 
counseling in California’s managed care organizations are derived from two surveys: 
the California Behavioral Risk Factor Survey (BRFS) and the Physician Value Check 
Survey by the Pacific Business Group on Health.  The BRFS is a random telephone 
interview survey of California adults, while the PBGH survey was conducted by mail and 
included adult members of physician groups only.  Both are surveys of patients, and 
both ask about discussions of alcohol with physicians, although in one survey the 
question was not limited strictly to alcohol but included substance abuse discussion as 
well.  Additionally, the wording of most questions does not allow for assessment of the 
intensity or comprehensiveness of the assessment or counseling, i.e., whether it be 
simple inquiry into drinking habits, provision of advice to quit, or provision of more in-
depth counseling.  These data also do not allow for determination of whether the 
alcohol-related discussion captured through these surveys represents true preventive 
care or rather disease management/symptom treatment.  It should also be noted that 
since both surveys are based on self-reported data they are subject to any limitations on 
patient understanding and recall that may exist, although research suggests that for 
measurement of health behavior counseling, including alcohol counseling, patient self-
report is reliable.109  
 
The question used to estimate smoking assessment and counseling from the California 
BRFS asked respondents whether their physician or other health professional had 
discussed, in the last three years, any of a list of health education topics with them, and 
alcohol was read as one of the topics.  CA BRFS data are presented separately for 
those at risk for alcohol abuse (defined as having consumed five or more drinks on at 
least one occasion in the past month) and for the overall CA BRFS population.  
Estimates were also determined separately for respondents reporting HMO and PPO 
health plan coverage, and confidence intervals are presented when available.  In the 
PBGH survey of patients in physician groups, those aged 18-70 years were asked 
whether or not their doctor or other health professional had talked with them about 
alcohol/substance abuse in the past 2 years.  Overall, 8% of those in Northern 
California physician groups and 10% of those in Southern California groups reported 
this to be the case.  It should be noted that the wording of the question also allows for 
the capture of alcohol/substance abuse discussions outside the physician group 
context, provided it is dispensed by “other health professionals.”  Data were unavailable 
by reported level of alcohol consumption. 
 
Additional information on these data sources is presented in Appendix C:  Data Sources 
and Tables. 
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SECTION III:  THE PROMISE OF MANAGED CARE 
 
 
Among states, California has the longest history of successful managed care 
development and penetration.  Managed care, broadly stated, is a planned, 
comprehensive approach to the provision of health care that combines clinical services 
and administrative procedures within an integrated, coordinated system that is carefully 
constructed to provide timely access to primary care and other necessary services in a 
cost-effective manner.  Historically, managed care has been aimed at giving people 
access to high-quality, cost-effective care through a delivery system that influences 
utilization of services, cost of services, and accountability for services.   Managed care 
organizations can play a powerful role in prevention for at least two major reasons. 
 
First, managed care organizations are a major source of healthcare for 
beneficiaries of employer-sponsored and publicly funded, pre-paid health care 
insurance. 
 
• California has one of the highest rates of managed care penetration in the country, 

with 54 percent of its population of more than 34 million enrolled in managed care in 
2000, as compared to 30 percent nationally. 111 

• More than 17.7 million Californians were enrolled in one of the state’s 35 HMOs in 
2000; one in five of the nation’s 79.5 million HMO enrollees receive their care in 
California.112 

• Between March 2000 and March 2001, there has been a 3.9 percent increase 
(510,885 Californians) in enrollment in commercial managed care plans; a 6.7 
percent increase (177,156 enrollees) in Medi-Cal managed care enrollment; and a 
1.5 percent decrease in Medicare managed care (23,179 enrollees).  (The latter 
represents a decrease of 3.6 percent after netting for the increase in Medicare 
eligibles.113) 

• More than half of California’s managed care enrollees subscribe through their 
employer – about 13.4  million workers – most of whom were enrolled through 
employers with 50 or more employees.114 

• More than 4 million California enrollees subscribed through public programs, mainly 
through Medi-Cal, Medicare+Choice, and Healthy Families programs.115 

• California counties are served by an array of health plans (35 full-service plans) with 
diverse service areas – 18 health plans serve 5 or fewer counties but six plans 
(Aetna, Blue Cross, Blue Shield, Health Net, Kaiser and Maxicare) serve all 
California counties.116 

 

Among all of the state’s managed health care enrollees, the vast majority were enrolled 
in Health Maintenance Organizations (73 percent), followed by Preferred Provider 
Organizations (20 percent), and Point of Service Plans (5 percent).117  HMO enrollment 
is concentrated among just a few California health plans; 78 percent of total enrollment 
is concentrated among five HMOs – Kaiser Foundation Health Plan, Pacificare, Health 
Net, CaliforniaCare (Blue Cross) and Blue Shield. 118 In general, health plans in 
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California are moving toward a combined provider arrangement – e.g., a mix of group 
IPA, and network provider affiliations.  The proportion of plans with mixed models of 
care grew from 42 percent in 1998 to 78 percent one year later in 1999.119 

 

Second, managed care organizations historically have included preventive 
services in their regular regimen of care, usually as part of their standard 
benefits. There is a long history of interest by larger staff or group model HMOs in 
preventive services, such as immunizations and screening for disease.120  “First 
generation” managed care organizations focused on containing hospital costs.  Today’s 
managed care organizations have broader responsibilities:  develop and communicate 
practice guidelines for effective care; build ne tworks of providers to improve care 
delivery; seek continuous quality improvement; promote access to preventive services 
and early detection; support patients and families in obtaining appropriate treatment; 
and coordinate care among complex networks of payers, providers, and patients to 
ensure communication and continuity of care.121 
 
Clinical preventive services are a strong component of care offered by California HMOs.  
Coverage for Pap tests, childhood immunizations, well-baby check-ups, screening 
mammography, chlamydia screening, and HIV screening in best-selling group products 
is universal (100 percent).  More than 90 percent of HMOs also routinely cover periodic 
health examinations, blood cholesterol screening, pneumococcal vaccinations, adult 
influenza vaccinations, and preventive counseling in the benefit packages of their best-
selling products in the group market.122 
 
Managed care, as a relatively young industry, is constantly evolving to deliver better 
outcomes at lower costs.  Its evolution is an opportunity to address patient and provider 
behaviors.  In light of consumers’ demands for high-quality care that lets them take 
greater control of their own health and providers’ desires to provide that care, it is a 
critical time to consider ways to promote increased delivery of appropriate clinical 
preventive services technology, evidence-based medicine, and national standards that 
work in real-world clinical settings. 
 
What is Prevention? 

Prevention, simply stated, refers to planned activities to help people avoid illness, injury 
and premature death.  It can include clinical services delivered by healthcare providers 
as well as community-based efforts and health and related social and economic 
policies.  The growing interest in disease prevention is spurred partly by information that 
half of all disease, injuries, and premature deaths in the United States are 
potentially preventable.123  As depicted in Figure 1 (next page)124, what this 
information really means is that there are many prevention opportunities to protect and 
improve health that are currently available, but they are underutilized. 
 
Since the turn of the century, the average life span for Americans has increased by 30 
years – 25 of these added years have been attributed to investments in prevention.125  
This means that prevention technologies exist that can lengthen life and improve 
its quality.  Some of these technologies have been used successfully for years:  
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vaccines to protect children from polio, engineering improvements in motor vehicle 
safety, improvements in food processing.  Many prevention interventions are cost-
effective in that they may not yield dollar savings but improve health for a reasonable 
cost relative to other spending options.  A few prevention technologies are cost saving, 
meaning that monetary savings result from the prevention program, service, or policy. 
Most childhood immunizations, smoking cessation services for pregnant women, 
pneumococcal and influenza vaccinations for older adults, and chlamydia screening for 
sexually active  adolescent and young women fall into the category of being cost saving. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Finally, interest in prevention has been generated due to spiraling health care costs.  
Policy-makers now realize that treating preventable diseases and disabilities is 
costly.  In point of fact, the toll from heart disease and cancers that result from tobacco 
use is high – and not only in terms of direct medical costs but also because of lost 
productivity, lowered quality of life and reduced independence.  This holds true for many 
preventable and costly health conditions. What prevention does is recognize that a 
range of interventions is needed to address persistent but preventable health problems.  
For example, in the case of tobacco use – raising tobacco excise taxes, sponsoring 
public education campaigns and school-based educational programs, enacting local 
policies to reduce environmental tobacco smoke exposures and youth access to 
tobacco products, and promoting clinical interventions that make it easy for smokers to 
get counseling and access to pharmacotherapies – work comprehensively to lower 
population-wide risks for heart disease and cancer.    
 

 Figure 1 
What Causes Premature Deaths in the United States? 

Lifestyle Risk Factors 
(e.g., smoking and poor 
diet) 
50% 

Environmental Factors 
(e.g., air and water pollution) 
20% 

Genetic Factors 
20% 

Lack of Adequate 
Medical 
Treatment 
10% 

Source: Ten Leading Causes of Death in the United States, 
1977. 
CDC, Atlanta, GA. Reported in Ref. #41, CCHI, 1995. 
in Well 
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Public Support for Preventive Services and Programs 

The term “desired health outcomes” does not refer solely to narrowly defined medical 
outcomes of disease.  It includes the health outcomes that patients seek and highlights 
the crucial link between how care is provided and its effects on health.  Central to 
desired outcomes is the need to ensure that patients and their families are well informed 
about health care interventions and their expected outcomes.  This means having an 
understanding of people’s abilities to function as well as possible in their daily lives and 
also underscores the importance of patient and family expectations and satisfaction.  
These tenets serve as the core of patient-centered or patient-oriented care, and are 
increasingly recognized as major components of quality services by regulators, health 
plans and clinicians.  How strong, then, is consumer demand for preventive health 
care? 
 
This is a difficult question to answer.  Few national public opinion surveys have included 
questions about the relative importance of preventive services.  The recent August 2001 
Kaiser Family Foundation survey of privately insured American adults under age 65 
found that their views of managed care had grown more negative over the last several 
years.126  Only 39 percent of adults surveyed in 2001 felt that during the past few years, 
HMOs and other managed care plans had made it easier to get preventive services 
such as immunizations and health screenings, compared with 46 percent who felt that 
way in 1997.127  In 2001, Harris Interactive conducted a research project that involved 
congressional members, public health professionals, the media, survivors and family of 
persons with serious illnesses and the public.  That study found that, while 
congressional members felt that the lack of political will and effective interest group 
representation were barriers to supporting disease prevention and health promotion, the 
media felt the biggest barrier is a lack of public understanding.  Interestingly, the public 
cited a lack of clarity regarding who should pay for preventive care as the biggest 
barrier.128  
 
Between 1996 and 2000, the Center for Health Improvement with The Field Institute 
conducted a series of public opinion surveys of the adult California public.  The Center’s 
2000 survey found that, overall, Californians are satisfied with their healthcare, but not 
entirely so.  More than seven of ten insured Californians were satisfied with major 
aspects of their healthcare – e.g., essential needs met, good overall delivery of care – 
but less than half were “very satisfied.”   Among insured Californians who said they had 
a “personal doctor,” 20 percent were somewhat or very dissatisfied with their healthcare 
provider’s delivery of such preventive health services as health screening, counseling 
and health education.129 
 
On the positive side, this survey found widespread interest in prevention.  Between 
eight and nine of every ten Californians recognized the importance of changing their 
own behaviors to maintain and protect their own health by not smoking, not using drugs, 
driving safely and practicing safe sexual behaviors.  Eight of ten knew that eating the 
right foods, not abusing alcohol, and getting immunized were important steps they could 
take in keeping healthy.  Nearly six in ten said they actively seek out health information 
about medical care needs, but only half of those with a personal doctor felt their doctor 
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tells them “everything they need to know” about their health options.130  This finding is 
reinforced by the California HealthCare Foundation’s 1999-2000 survey of more than 
4,000 California health consumers.  The survey, which was conducted by the Rand 
Corporation, found that nearly half of respondents lack sufficient information to make 
health care decisions.  An even greater information deficit was found among vulnerable 
groups such as seniors, the chronically ill, low-income populations, and Hispanics.131 
 
Increasingly, health consumers and patients want information and that information itself 
should be considered as a form of care.  The types of desired consumer information 
range from information about quality and information concerning patient-oriented 
diagnosis and treatment options to patient education guides and what they can do to 
assure optimal outcomes.  Moreover, consumers are willing to make the investment.  A 
second survey of California adults conducted by the Center for Health Improvement and 
The Field Institute, found that a majority of insured Californians – 57 percent – were 
willing to pay five percent more for health insurance premiums to increase their and 
their family’s access to health promotion and preventive health services.132  Eighty-
seven percent of younger insured Californians age 18 to 29 were willing to pay more for 
prevention.  Among the state’s racial and ethnic minorities, 69 percent of insured African 
Americans, 64 percent of insured Latinos, and 62 percent of insured Asians in California 
were willing to pay five percent more to guarantee access to prevention.133  Given that 
most of Californians’ insurance is sponsored through their employers, the significance of 
this finding is unknown.  As a corollary measure, one-third of insured Californians 
responding to the same survey said they would support increasing the amount of money 
their health plan spends on health promotion and disease prevention.134   

 
Opportunities for Patients, Payers, Providers and Systems 

How can stakeholders – patients, payers or purchasers, providers and systems – all 
work more effectively to make preventive services more accessible?  Identifying 
effective prevention interventions – including agreement on what constitutes sufficient 
evidence of effectiveness – and closing the gaps in knowledge about the effectiveness 
of specific preventive services presents continuing challenges to all stakeholders.  Other 
provider, patient and systems barriers exist within the healthcare delivery systems as 
well, and provide ample opportunities for improvement.  
 
A survey of a national sample of 1200 directors of managed care organizations may 
shed further light on barriers and facilitators in the delivery of common preventive 
screening services.  In general, the strongest barrier to the provision of the three 
screening services studied (screening mammography, Pap testing and blood 
cholesterol screenings) was their inability to generate short-term savings for the plan.  
Some of the other barriers identified by the directors were high disenrollment rates, 
conflicting recommendations about effectiveness (for mammography and cholesterol 
screening), and patients’ fears about obtaining positive results.  Among the incentives 
for delivering these three services were improved health status, high consumer 
awareness/demand, and long-term savings from early detection.135  Patient barriers to 
participation in preventive care involve a lack of knowledge of the risks and benefits of 
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clinical preventive measures, inconvenience associated with some of the measures and 
costs.   
 
In theory, practice guidelines and performance measures might spur clinicians toward 
higher delivery rates.  However, the delivery of preventive services is not that.  A recent 
study of the delivery of 36 different services recommended by the U.S. Preventive Task 
Force by primary care physicians is illuminating.   
 
The authors examined “pure” preventive services – that is, those unrelated to acute or 
chronic disease management – and services provided in conjunction with symptom 
evaluation or disease management.  While preventive services were delivered in one-
third of the 4454 patient visits studied, the authors found that such services were often 
delivered in response to symptoms or signs rather than as pure prevention.   Two-thirds 
of the hearing tests in those aged 65 and older, for example, were delivered on the 
basis of symptoms.  Other services often delivered for symptoms were urinalysis (40 
percent of the time), sigmoidoscopy (35 percent), and hemoglobin/hemacrit testing (30 
percent).  Mammograms, cholesterol screening, eye examinations and counseling on 
car seats, poison control, and HIV prevention were delivered primarily to asymptomatic 
patients.  Individual physician performance related to the delivery of recommended 
preventive services varied remarkably, with some physicians providing services as pure 
prevention only and others delivering preventive services only in response to  
symptoms.136   Some services (dietary nutrient intake, breastfeeding, alcohol intake) 
varied little between pure prevention and symptom-oriented visits.  Other counseling 
services (tobacco, dietary calories and fat, exercise) were much more commonly 
delivered when linked to symptoms.137  This study suggests that there might be 
opportunities to link symptomatic problems with certain relevant types of prevention 
when patients are more willing to undergo invasive procedures or be more attentive to 
counseling.  Conversely, there might be a way to group “pure” prevention services that 
clinicians and patients cognitively link together.138 
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SECTION IV:  RECOMMENDATIONS 
 
 
Based on the major findings and the other information presented in the Appendices of 
this report, the Director, Department of Managed Health Care, should initiate dialogue 
with industry groups and consumer groups about their reactions to the report.  With 
regard to the five areas where service delivery is below 50 percent among California 
managed health care plans, the Director should give priority to Recommendations 1 
through 5 that follow.  In addition, Recommendations 6 through 9 address issues of a 
“cross-cutting” nature and are derived from the other important findings of this report, 
examination of the literature, and discussions with stakeholders. 
 
Recommendation #1:  Smoking Cessation 

Although much of our knowledge about helping smokers to quit remains incomplete, 
there is more than enough evidence to act.  Coverage for effective pharmacologic and 
counseling interventions to assist smokers to quit is incomplete and inconsistent among 
health plans.  The Director of the Department of Managed Health Care can improve 
access to appropriate interventions by: 
 
ü Working with purchasers and managed care plans in California to implement 

policies that reinforce the view that tobacco dependence is a chronic condition.   

ü Promoting, as a covered benefit, tobacco cessation counseling and 
pharmacotherapies identified as effective, as well as adequate reimbursement for 
the provision of tobacco dependence treatment.  (Special attention should be paid 
to coverage and delivery of cessation services to pregnant women, consistent with 
the Practice Guidelines issued by the Surgeon General in June 2000.) 

 
Recommendation #2:  Colorectal Cancer Screening 

Despite the call for specific screening tests and/or periodic sigmoidoscopy for all 
persons aged 50 or older by whatever method or combination of screening techniques 
is currently recommended, adherence is low – 50 percent or less. Screening rates may 
be low due to poor patient compliance, disputes about the quality of the evidence 
supporting screening tests, the costs and risks associated with some tests, and the 
availability of clinicians trained in performing some of the screening.  Given these 
barriers, the Director of the Department of Managed Health Care can adopt a multi-
pronged educational strategy that focuses on: 

ü Convening a group (consumers, health plan medical directors, as well as healthcare 
purchasers) to gain consensus on an appropriate colorectal screening strategy (or 
strategies) and ways to promote its/their delivery to California managed health care 
enrollees age 50 and older. 

ü Providing consumer education to enrolled Californians age 50 and older about 
endoscopic procedures and other tests available to them as a covered benefit to 
screen for colorectal cancer. 
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ü Promoting patient education about the benefits and risks of screening as a way to 
increase compliance with clinical recommendations. 

 
Recommendation #3:  Vision Screening 

Critical information about the delivery and utilization of many beneficial clinical 
preventive services, including visual acuity screening services for older Californians, is 
lacking but may be available through administrative data or other sources.  To develop 
an accurate picture of the delivery of important clinical preventive services, the Director 
of the Department of Managed Health Care can provide leadership by: 
 
ü Identifying potential sources of preventive health data – e.g., survey data such as 

the Department of Health Services’ Behavioral Risk Factor Surveillance System or 
administrative data such as that from Vision Service Plan of California – to 
determine the feasibility, cost, and utility of these data in describing delivery patterns 
among managed health care plans in California. 

ü Coordinating efforts with the Department of Motor Vehicles, which performs vision 
screening of older adults, to assess the possibility of strengthening processes for 
identifying at-risk persons and referring them to appropriate vision care providers.  
This information should be useful in advocating for the development of prevention-
oriented performance measures at national levels and serve as one strategy to 
promote delivery of such important care. 

ü Linking new data about the delivery of clinical preventive services to the DMHC 
Report Card published annually. 

 
Recommendation #4:  Chlamydia Screening 

Reduction in chlamydia infections requires that managed care providers be aware of the 
high prevalence of chlamydia and the need to screen asymptomatic patients.  It also 
requires that they counsel chlamydia patients to arrange for treatment of sexual 
partners, routinely obtain a sexual history and counsel all sexually active patients about 
the risks of sexually transmitted diseases. The Director of the Department of Managed 
Health Care can facilitate broader coordinated efforts by: 
 
ü Developing model clinical practice guidelines for chlamydia screening and treatment 

for adoption by medical policy committees in managed care organizations and 
medical groups.  This would include advocating for:  (1) delivery of chlamydia 
screening services for at-risk patients in other potential points of clinical service 
(e.g., sports physicals, urgent care settings and emergency rooms); (2) use of non-
invasive chlaymida screening tests for males and for females in settings where 
pelvic examinations are not routinely done; and (3) establishment of chlamydia 
screening as a standard of care in prenatal examinations. 

 
Recommendation #5:  Problem Drinking 

Integrating alcohol assessment and counseling as a routine part of practice within 
managed health care organizations is challenging due to provider- and system-level 
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barriers.  Clinicians need tools, training and evidence of effectiveness tailored to their 
specific concerns.  The Director of the Department of Managed Health Care can provide 
assistance in developing and disseminating credible counseling models for use in 
managed care settings by:  
 
ü Making information available about the cost, efficacy, and implementation of 

successful alcohol counseling/behavioral change interventions within managed care 
organizations.  

ü Convening payers and stakeholders to review evidence and develop a model benefit 
for counseling as part of routine care; and  

ü Working with the Office of the Patient Advocate and others to identify effective ways 
to encourage consumer demand for behavior counseling as part of routine care, 
including pursuing alliances with consumer groups that engage patients in their own 
health and health care. 

 
 
Other Recommendations 
 
Several cross-cutting issues emerged from this research.  After examining the 
information regarding racial/ethnic gaps in delivery and utilization of important clinical 
preventive services by managed health care enrolled populations – especially those 
gaps that exist among population groups for delivery of smoking cessation services, 
colorectal screening, Pap testing, pneumonia vaccination, and alcohol counseling – a 
sixth recommendation is made.  Two additional recommendations are made concerning 
health plan data and models  being explored by other states. 
 
Recommendation #6:  Closing the Gaps 

The second of two major goals of Healthy People 2010 is to eliminate health disparities 
among segments of the population.  These differences in health status may occur by 
gender, race or ethnicity, age, education or income, disability status, geographic area or 
sexual orientation.  It was beyond the scope of the Report to examine delivery rates in 
depth among subpopulations.  However, in consideration of the Department’s oversight 
role in assuring access to quality medical care services for all populations enrolled in 
managed health care plans in California, the Director of the Department of Managed 
Health Care can build upon this Report by: 

 
ü Improving data collection methods, wherever feasible, so that it is possible to 

accurately assess at the state level the health status of subpopulations in California 
– including identifying, using, and expanding health-related data residing in other 
State agencies. 

ü Examining key policies to ensure equal access to comprehensive, preventive care 
and that culturally competent and relevant clinical preventive services are available 
and accessible for all people seeking care in managed health care plans. 
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Recommendation #7:  Improving Services for Children 

Infectious diseases remain a major cause of illness, disability and death.  With 65 
percent of California’s managed care toddlers fully immunized with five of the 
recommended vaccines, and 69 percent immunized against varicella, delivery 
rates are above the 50 percent delivery rate criterion for action utilized in this 
report’s methodology.  However, this rate falls far short of the national goal of 90 
percent established for achieving and maintaining effective vaccination coverage 
levels.  Since childhood vaccination is a clinical preventive service for which 
there is:   

• Coverage; 
• Professional consensus about efficacy; 
• System-wide coordination (including  collaboration with public health); 
• Data collection mechanisms to describe and track its delivery through 

HEDIS; 
• Relatively high levels of consumer/parent awareness; 

the Director, Department of Managed Health Care, should seek ways to increase 
vaccine delivery by: 

 
ü Collaborating with the Department of Health Services to develop a statewide 

immunization registry, including development of incentives for health plans to 
contribute data to the registry. 

 
Recommendation #8:  Risk Adjusting for Prevention 

The analytic perspective of the Coffield et al study, upon which this report is 
based, is one of how provision of clinical preventive services to targeted 
populations is of benefit to society.  As such, this analysis does not address the 
specific needs of populations served by individual health plans.  The Director of 
the Department of Managed Health Care can encourage the development of a 
managed care prevention model for increased delivery of recommended clinical 
preventive services by:    

 
ü Seeking funding or providing other support to interested health plans for the 

initiation of an internal process to develop an enrollee profile (e.g., 
demographics, health status, receipt of preventive services, risk factors, and 
other information), which would be linked to the health plan’s prevention 
priorities for appropriately promoting one or more of the clinical preventive 
services mentioned in this report. 

 
Recommendation #9:  Capitalizing on Models Being Developed by Other States 

The Centers for Disease Control and Prevention is working with three states 
(Connecticut, Colorado, and Michigan) and their respective health plans and 
purchasers to increase the provision of clinical preventive services.  Additionally, 
the Institute for Healthcare Innovation, Group Health of Puget Sound, and the 
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Institute for Health Services Research each have worked toward developing 
models for disease management and prevention in collaboration with health 
plans and medical groups.  The Director of the Department of Managed Health 
Care can facilitate sharing of lessons learned by: 
 
ü Commissioning a review of pertinent literature and by taking steps to identify 

credible prevention models developed specifically for managed care settings.  
The Director should work with the medical directors of health plans to 
organize a method to systematically review the structure, implementation, 
effectiveness and outcomes of these models, and make that information 
widely available to California health plans. 
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APPENDIX A:  SUPPLEMENTAL INFORMATION CONCERNING FIVE 
KEY PREVENTIVE SERVICES WITH DELIVERY RATES BELOW 50 
PERCENT 
 
 
Appendix A presents additional information on the five clinical preventive services that 
are being delivered at rates below 50 percent by California managed care 
organizations.  This information is intended to supplement information provided in 
Section II. 
 
 
Appendix A-1:  Tobacco Cessation Coverage 
 
Definition of Tobacco Use 

Tobacco use means the use of any tobacco product, including smoked and smokeless 
tobacco products.  Most of the data measures of managed care plans’ performance 
concern use of smoked tobacco products, usually cigarettes.  Despite several decades 
of declining rates of smoking, 17.5 percent of California adult men and 13.6 percent of 
adult women continue to smoke.139 
 
Problem Statement 

• Smoking accounts for 430,000 national deaths – or one in five deaths each year.  In 
the U.S., it is the single most modifiable cause of death and is responsible for an 
estimated 5 million years of potential life lost.140 

• Smoking is consistently linked with the occurrence of major diseases – smoking-
related cancers (151,000 deaths nationally each year); coronary artery disease 
(100,000 deaths), respiratory diseases (85,000 deaths), and cerebrovascular 
disease (23,000 deaths).141 

• Smoking is responsible fo r an estimated five to six percent of perinatal deaths, 17 to 
27 percent of low birth weight babies, and between seven and ten percent of all pre-
term deliveries.142 

 
Coverage Issues 

A study of coverage for preventive services conducted by the University of California, 
Berkeley in 1999 indicated that 65 percent of California’s private health maintenance 
organizations (that year, they numbered 23) covered some form of smoking cessation 
therapy as a benefit in their best selling group (over 50 employees) product.143  The 
smoking cessation aid most frequently covered was buproprion or Zyban/Wellbutrin (65 
percent).  The 15 plans that covered buproprion made up 61 percent of the total HMO 
enrollment.  Sixty percent required a copayment.144  The nicotine patch was covered by 
13 plans, with 39 percent requiring a copayment.  This figure represented a decrease in 
access to the patch from the previous year but the change may be accounted for by the 
fact that the nicotine patch became available as an over-the-counter drug that year.  As 
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shown in Table A-1, below, behavioral smoking programs were covered in 12 plans, 
with 25 percent requiring a copayment.145 Many of the plans indicated that coverage of 
nicotine replacement therapy (inhaler, gum, spray) – covered by 30 percent o f the plans 
– was conditional upon concurrent enrollment in a behavioral smoking cessation 
program.  Forty-one percent of plan enrollees were covered for nasal spray and 
inhalers, while only four percent were covered for gum.146 

 
Table A-1:  Coverage of Smoking Cessation Benefits in Best-Selling HMO 
                   Group Products (50+ Members), California, 1998 

Treatment 
Covered # of HMOs 

% of HMO 
Enrollees 

% Requiring 
copayment 

Bupropion 15 61% 60% 
Nicotine Patch 13 47% 39% 
Behavioral 
Programs 

12 49% 25% 

Nicotine Nasal 
Spray 

7 41% 43% 

Nicotine Gum 7 4% 29% 
Nicotine Inhaler 7 41% 43% 
Source:  UC Berkeley Survey of California Health Plans, 1999.  Adapted from Ref. # 11, Schauffler HH and 
               Brown ER.              
 

A second California survey of coverage of tobacco dependence treatments for pregnant 
smokers in 39 full-service health maintenance organizations addressed coverage of four 
services – telephone counseling, group counseling, individual counseling and self-help 
kits.  This study found that, although 92 percent covered at least one treatment, only 44 
percent covered at least one additional service like nicotine replacement therapy. 147  
Coverage ranged from a low of 44 percent for self-help kits to a high of 56 percent for 
telephone counseling.  Thirteen plans reported having established memoranda of 
understanding or contracts with other organizations to provide tobacco dependence 
services to their members.148  Of the plans covering a service, only 67 percent 
monitored utilization and 28 percent of these monitored quit rates among pregnant 
smokers.  Eighty-two percent of the plans reported that their providers screen all 
pregnant women for smoking, but 18 percent did not know whether such screening took 
place.149 
 
What Works 

In 1996, the Agency for Health Care Policy and Research (AHCPR, now the Agency for 
Healthcare Research and Quality, AHRQ) produced an evidence-based guideline that 
evaluated smoking cessation interventions available at the time and concluded that the 
efficacy of intervention increases with intensity.  Results also showed that the following 
interventions are effective: 

• Simple advice to quit by a clinician can produce up to a 30 percent increase in 
cessation. 

• Individual and group counseling can double cessation rates. 
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• Telephone hot lines and help lines can produce a 40 percent increase in cessation. 

• Nicotine replacement therapy can up to double cessation rates.150 
 
The major conclusions of Reducing Tobacco Use:  A Report of the Surgeon General, 
released in 2000, invited clinicians to “ask, advise, assess, assist, and arrange.”  For 
example, it recommended the healthcare system identify smokers by asking; advise 
smokers to quit and assess their interest in doing so; provide brief counseling to 
smokers interested in quitting; and, for smokers who want them, arrange for 
pharmacotherapy and/or behavioral interventions.151 The new guideline continues to 
recommend brief advice to quit from a clinician as a first step but recommends 
additional, more intensive behavioral interventions.  California-specific data suggests 
low delivery of these recommendations among health plans and clinicians.  In 1999, 60 
percent of smoking enrollees of health plans reported they had been advised by a 
clinician to quit smoking.152  However, only 12 percent of smokers say a quit date had 
been suggested by their doctor during the previous 12 months, eight percent had been 
given a prescription to aid quitting by their doctor, and ten percent said their doctor had 
suggested other assistance in quitting.153 
 
Benchmarks and Recommendations by Others 

In June 2000, the U.S. Surgeon General released clinical practice guidelines for 
smoking cessation programs and recommended that “because of the serious risks of 
smoking to the pregnant smoker and fetus, whenever possible, pregnant smokers 
should be offered extended or augmented psychosocial interventions that exceed 
minimal advice to quit.”154  With regard to adult smokers, the guideline concludes that 
tobacco dependence treatments are both clinically effective and cost effective relative to 
other medical and disease prevention interventions. It recommends that health care 
insurers and purchasers include, as a covered benefit, the counseling and 
pharmacotherapies identified as effective and to pay clinicians for providing tobacco 
dependence treatment, just as they do for treating other chronic conditions.155 
 
The Healthy People 2010 national objectives set benchmarks based on what is 
achievable with current technology.  The national 2010 objective for adult cigarette 
smoking among adults aged 18 and older is 12 percent of the population.  A related 
objective is to increase smoking cessation attempts by adult smokers to 75 percent 
(currently 41 percent do so).  With regard to cessation attempts by pregnant women:  
nationally, 13 percent of pregnant women smoke156 and only 14 percent of pregnant 
smokers quit during their pregnancies.157  The national Healthy People 2010 objective is 
to increase this proportion to 30 percent.  At present, nationally 75 percent of managed 
care organizations cover evidence-based nicotine dependency treatments.  The 
national objective would raise this level to 100 percent coverage of FDA-approved 
pharmacotherapies and behavioral therapies.158 

 
In January 2000, the Pacific Business Group on Health Negotiating Alliance approved 
the following new coverage language for nine health maintenance organizations 
covering 400,000 California enrollees:  “Coverage must be provided for effective 
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smoking cessation drugs – nicotine replacement therapy, bupropion, or clonidine.  Over-
the counter (OTC) nicotine replacement therapy (i.e., nicotine patches or gum) is 
covered.  The cost is prescription drug therapy copay for a 30-34 day supply and plans 
may limit coverage to four prescription fills per calendar year.  Plans may impose 
utilization controls on OTC drugs.  Coverage must also be provided for smoking 
cessation behavioral interventions that may include at least four group counseling 
sessions for at least 30 minutes in length, or the plan’s own program, if approved by 
PBGH.  Smoking cessation counseling sessions are separate from the mental health 
benefit.  Plans may require participation in smoking cessation behavioral interventions 
in order to access the pharmacy benefit.  Health plan members may access this benefit 
through the health plan, primary care provider, or company resource.”159 
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Appendix A-2:  Colorectal Cancer Screening 
 
Definition of Colorectal Cancer Screening 

Colorectal cancers are any cancers arising in the colon or rectum.  Because of its high 
prevalence, long asymptomatic phase, and the presence of a treatable pre-cancerous 
lesion, colorectal cancer meets the ideal criteria for screening (the types of screening 
tests are described below). Average-risk patients are defined as those men and women 
over the age of 50 without a family history of colorectal cancer and without symptoms or 
signs of the disease.  Because increasing age is a risk factor for the development of 
colorectal cancer, screening of asymptomatic persons for colorectal cancer (e.g., early 
detection of the disease) beginning after age 50 years can be highly effective in 
reducing disease and death. Detection of colorectal cancer at its earliest stage carries 
with it a 90 percent curative rate, as compared to an 8.3 percent five -year survival rate 
among persons with colorectal cancers that have already metastasized.160 

 
Problem Statement 

• Colorectal cancer is the third leading cause of cancer-related deaths in California, 
accounting for 5,190 deaths of the state’s 52,925 cancer deaths in 2001.161 

• An estimated 14,645 Californians will be diagnosed with colorectal cancer (new 
cases) in 2001, about evenly distributed among men and women.162 

• The risk of being diagnosed with colorectal cancer during one’s lifetime – based on 
current cancer incidence and mortality rates is relatively high – one in 17 (men) and 
one in 19 (women), ranking after breast cancer, prostate cancer and cancer of the 
lung and bronchus.163 

• The colon and rectal cancer incidence rate in California declined by more than 15 
percent between 1988 and 1998.  The reasons for this decline are not well 
understood but some researchers believe more colon polyps are being removed 
before cancer develops.164 

• Stage at diagnosis indicates how far a cancer has spread when it is first discovered.  
The incidence of both early- and late-stage colorectal cancer has decreased in 
California since 1998, but the decrease was about twice as large for late-stage 
disease.165 

 
Compliance Issues 

In general, patients in health maintenance organizations appear to have higher 
utilization of cancer screening tests than patients in fee-for-service insurance.  However, 
even in similar health maintenance organizations, care given to patients will likely vary 
with the providers and the organizational characteristics of the medical group or practice 
association providing care under contract to the organization.  This is important because 
in California, the network model managed health care organization has become the 
predominant model.  A recent survey of the medical directors of 174 physician 
organizations in a California network model health maintenance organization (Blue 
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Cross CaliforniaCare) found that the majority had guidelines and office-based patient 
reminder systems aimed at improving cancer screening.  However, these activities were 
reported more frequently for mammography and Pap testing than for colorectal cancer 
screening.  About half of providers used mail reminders for mammography and Pap 
tests, but few did so for colorectal cancer screening.  More importantly, most medical 
directors believed FOBT to be a reasonable strategy for managed care patients; fewer 
believed screening sigmoidoscopy for patients aged 50-70 years was reasonable.166 

 
The authors of the study of cancer screening practices in California cited above 
speculate that it may take many years for new evidence and guidelines to diffuse into 
clinical practice.167  Studies showing the benefit from breast cancer and cervical cancer 
screening were first released in the 1960s, with guidelines first disseminated in the 
1970s.  Breast and cervical cancer screening became widespread a decade later.  The 
influence by the National Committee for Quality Assurance on breast and cervical 
cancer screening rates for participating plans may also have spurred plans to introduce 
office systems to improve rates of Pap tests and mammography. 168  By comparison, the 
first evidence-based guidelines on colorectal cancer screening were not published until 
1996.  Also, the cost of colorectal cancer screening may be a factor contributing to less 
frequent use of office systems.   
 
The prevalence and nature of state mandates for insurer coverage of cancer screening 
can be a tool to spur delivery rates.  A national study of mandated state coverage for 
cancer screening services up to 1999 found that of the 85 mandates in place, 57 were 
enacted since 1990 and only one (Illinois) covered colorectal screening by private 
insurers.  No state screening coverage mandate reflected the U.S. Preventive Services 
Task Force recommendations.169  Since 1999, eight states have enacted laws requiring 
insurers to cover colorectal screening tests.  (Missouri, California, Wyoming, Indiana, 
Virginia, Rhode Island, Delaware, and West Virginia offer some types of access to care 
assurances).  Two states mandate tests in accordance with American Cancer Society 
guidelines and one state calls for frequency determined by the patient’s physician.170  
 
Since cost of colorectal screening is often cited as a patient barrier to utilization, the 
recent changes in coverage by government-sponsored insurers may prove beneficial in 
increasing screening rates.  As of January 1, 1998, Medicare began reimbursing for 
colorectal screening tests (covering annual FOBT and flexible sigmoidoscopy every 4 -5 
years in average risk patients and a colonoscopy every two years in high-risk patients).  
The National Committee on Quality Assurance, in recognition of the importance of 
colorectal screening, included it as a testing set measure in HEDIS  3.0.  Beginning 
July 1, 2001, Medicare expanded its coverage of colorectal cancer screenings by 
funding colonoscopies for all beneficiaries.  In accordance with legislation passed in 
2000, Medicare will now cover four types of colorectal cancer screenings for all 
beneficiaries as follows:171 

 
• FOBT:  Involves no copayment or deductibles, available every year. 

• Flexible Sigmoidoscopy:  Covered every 4 years, involves approximately a $20.00 
copayment. 
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• Colonoscopy:  Covered every 10 years, involves approximately a $76.00 
copayment. 

• Barium Enema:  Offered as an alternative to either sigmoidoscopy or colonoscopy. 
 
Benchmarks and Recommendations by Others 

The American Cancer Society recommends that one of the following procedures be 
employed beginning at age 50:  1) annual fecal occult blood testing, digital rectal 
examination, and flexible sigmoidoscopy every five years; or 2) colonoscopy and digital 
rectal examination every ten years; or 3) double contract barium enema and digital 
rectal examination every five to ten years.172  Several other health professional groups, 
such as the American Gastroenterological Association and the American Society for 
Gastrointestinal Endoscopy have made similar recommendations.173 

 
The American College of Radiology recommends barium enema as an alternative to 
sigmoidoscopy and also advocates an interval of every three to five years.174 

 
The Canadian Task Force on the Periodic Health Examination recommends persons 
with a history of cancer family syndrome should be screened with colonoscopy.175 
 
In 1996, the Agency for Health Care Policy and Research, now the Agency for 
Healthcare Research and Quality, found sound evidence that reductions in colorectal 
cancer morbidity and mortality can be achieved through detection and that screening 
tests achieve accurate detection of early stage cancer and its precursors. Noting the 
lack of consensus concerning the choice of screening and surveillance tests, it reviewed 
the scientific literature and reported that colorectal cancer mortality could be reduced 15 
to 33 percent by FOBT and diagnostic evaluation and treatment.  Screening with flexible 
sigmoidoscopy could reduce colorectal cancer mortality risk in that part of the colon 
examined by 59-80 percent. Screening colonoscopy offers the potential to both identify 
and remove cancers and premalignant lesions, but no studies had been conducted at 
that time that indicate a mortality reduction associated with screening colonoscopy.  
Overall, evidence pointed to a low level of awareness about the risks of colorectal 
cancer and its symptoms among adult Americans.176 
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Appendix A-3:  Vision Screening 
 
Definition of Visual Impairment 

Visual impairment means having visual difficulty to the point where normal human 
functions are compromised.  The Centers for Disease Control and Prevention  defines 
visual impairment as vision loss that cannot be corrected by glasses or contact lenses 
alone.  Visual impairments in older adults have four main causes:  cataracts, age-
related macular degeneration, glaucoma, and diabetic retinopathy. 
 
Problem Statement 

• Visual disorders are extremely common.  National data indicate that 8.5 million 
Americans suffer from some type of visual impairment.177 

• Data from national surveys indicate that 13 percent of adults age 65 and older have 
some form of visual impairment, and almost 8 percent of this age group have severe 
visual impairment – e.g., severe blindness in both eyes or inability to read newsprint 
with corrective glasses.178 

• Many adults are unaware of changes in their vision; up to 25 percent may be using 
an incorrect lens prescription.179 

• Visual deficits in older adults are commonly left uncorrected.  Among persons aged 
65-74 years, a visual acuity of 20/50 or less has been measured in 11 percent of 
those who are wearing eye glasses and in 26 percent of those who do not.180 

• Some forms of visual impairment in older adults are associated with difficulties in 
ambulation,181 and early correction prevents injuries and ability to perform normal 
daily functions.  Approximately 1.8 million noninstitutionalized elderly report some 
difficulty with basic activities such as bathing, dressing, and walking around the 
house in part because they are visually impaired.182 

• Visual acuity disorders in older adults constitute an important non-fatal disease 
cause of disability.  Blindness in both eyes is the third leading cause of disability 
associated with needing help in eating, bathing or getting around the house and 
blindness in one eye ranked thirteenth.183 

• Visual decline is associated with unmet needs and the ability to remain 
independent.184  

 
Persons living in California who reach age 65 years have a high probability of living to 
age 80 and beyond.  Numerous health problems accompany the last decades of life.  
Access to clinical preventive services can reduce premature morbidity, as well as 
mortality. The majority of vision impairments occur in adults.  Visual disorders, such as 
presbyopia (decreased ability to focus on near objects), become more common with 
age and the prevalence of visual impairments is highest in those over the age of 65 
years.  Nationally, 92 percent of those aged 70 and above wear prescription glasses.  
Trouble seeing even with glasses rises from 14 percent among those aged 70-74 to 32 
percent in those aged 85 and older.  Even so, fewer than 2 percent of persons aged 70 
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and older with a visual impairment reported using other equipment (telescopic lenses, 
braille, readers, canes, or computer equipment) to help them overcome their 
disability. 185  Visual disorders in older adults are associated with injuries due to falls and 
motor vehicle accidents, diminished work productivity, and poor quality of life.  
According to national statistics, many older adults may be unaware of changes in their 
vision and a significant proportion may be using incorrect prescriptive lenses.  
 
Vulnerable Populations 

In 1995, approximately one-fourth of noninstitutionalized people age 70 and older 
reported having cataracts, which are more common in women than in men.  Age-related 
macular degeneration (AMD) is the leading cause of irreversible visual impairment in 
the elderly – affecting one-fourth of those aged 70 and older.  In the adult population, its 
prevalence greatly increases with age.  Among those aged 70 and older, AMD is more 
common in women than in men and in White than in older African American 
populations.   Glaucoma is twice as common among the African American elderly and 
this holds true for both men and women.  Diabetic retinopathy is not clearly related to 
advancing age; approximately 4 percent of men and 6 percent of women 70 years of 
age and older reported having diabetic retinopathy. 186 
 
Benchmarks & Recommendations by Others 

• Periodic eye examinations (every two years), including acuity testing, are 
recommended for all adults by the American Optometric Association. 

• Periodic eye examinations (every two years), including acuity testing, are 
recommended for all adults over age 40 by the American Academy of 
Ophthalmology. 

• Both groups advise routine screening of visual acuity for individuals age 65 and 
older. 

 
Data Issues 

Review of existing billing information at the health plan level may provide additional 
information and collection of existing data from administrative claims databases is a 
reasonable initial step in illuminating the problem.  We can begin by modifying 
California’s Behavioral Risk Factor Surveillance Survey so that, in addition to providing 
population-wide data on lifestyle and risk behaviors and key clinical preventive services 
(i.e., Pap testing and screening mammography), it provides information on a full range 
of preventive services by type of insurance and health plan enrollment.  State advocacy 
– working with the National Committee for Quality Assurance to include a measure of 
vision screening on future versions of HEDIS  would serve to spur the collection of 
useful information and development of office systems to promote this and other valuable 
clinical preventive services within managed health care organizations. 
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Appendix A-4:  Screening for Chlamydia 
 
Definition of Chlamydial Infections 

Chlamydial infections are sexually transmitted diseases caused by the bacteria, 
Chlamydia tracomatis.   Infection can cause urethral and vaginal discharge and pain; 
however many infected persons are without symptoms.  Untreated chlamydial infections 
are easily spread between sexual partners and are associated with severe health 
consequences for women and infants. 
 
Problem Statement 

• More than 58,700 cases of chlamydia were reported in California in 1997 – of that 
number 53,557 were in women; due to under-reporting and undiagnosed infections, 
the Department of Health Services estimates that closer to 300,000 women and their 
partners are infected annually. 187 

• Reported cases of chlamydia in California in 1997 represented 15 percent of the 
cases reported nationally and two-thirds of all reportable communicable diseases in 
California.188 

• Between 5 and 10 percent of sexually active girls are infected; 38 percent of 
reported infections occur in girls aged 15-19 years and another 32 percent occur in 
20-24 year-old women.189 

• The overall reported rate of chlamydia among California women in 1997 was 325 
cases/100,000 women.  Chlamydial infection rates among men are more poorly 
defined due to a lack of testing and use of insensitive tests when testing does 
occur.190  Among adolescents and young adults, some groups are at higher risk for 
infection and re-infection than others:  In 1997, the chlamydia case rate among 
African Americans in California (411.5/100,000) was almost twice that of the overall 
case rate of 208.5/100,000.  Case rates among Latinos (205.9/100,000) were four 
times that of non-Hispanic whites (44.7/100,000) and Asian and Pacific Islanders 
(51.7/100,000).191 

• In 1997 in California, 6.7 percent of adolescent girls screened in managed health 
care settings were infected with chlamydia, roughly equal to the prevalence of 
chlamydia among girls screened in family planning facilities.192 

• In 1997, fewer than 20 percent of sexually active young adults were being offered 
screening in managed care settings in California.193 

 
Chlamydial infection is the most common communicable disease in California.  It is 
responsible for a large proportion of the state’s cases of pelvic inflammatory disease (an 
important cause of chronic pelvic pain, infertility and ectopic pregnancy).  A majority (70 
to 90 percent) of persons infected with chlamydia, especially women, are asymptomatic 
and most cases go undetected.194  The incidence of chlamydia infections is widespread 
throughout California.  Nearly 60 percent of California’s 58 counties report at least 100 
cases of chlamydia each year.195 
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Benchmarks & Recommendations By Others 

Screening for chlamydia in asymptomatic sexually active female adolescents (under 
age 20) and in other women with risk factors for infection is recommended by the 
Centers for Disease Control and Prevention, the American College of Obstetricians and 
Gynecologists, the American Academy of Pediatrics, Bright Futures, the American 
Medical Association, the American Academy of Family Physicians, and the Canadian 
Task Force for the Periodic Health Examination.196  Some of these organizations also 
make recommendations for adolescent males and young men at high risk (e.g., under 
age 25, multiple sex partners in past three months, inconsistent use of barrier 
contraception, diagnosis of other sexually transmitted diseases). 
 
The Healthy People 2010 national health objectives set the benchmark of reducing the 
proportion of adolescents and young adults with Chlamydia tracomatis infection to 3.0 
percent in public and family planning clinics.  A second objective is to increase the 
proportion of primary care providers who treat patients with sexually transmitted 
diseases and who manage cases according to recognized standards from 70 percent 
(baseline) to 90 percent by 2010.  Developmental objectives (meaning there were few 
baseline data) were proposed to increase the proportion of sexually active females aged 
25 years and under who are screened annually for chlamydia infections and to increase 
the proportion of local health departments that have contracts with managed care 
providers for the treatment of nonplan partners of patients with bacterial sexually 
transmitted diseases (gonorrhea, syphilis, and chlamydia).197 
 
The California Department of Health Services recommends that within public and 
private healthcare clinical settings, the proportion of sexually active adolescent girls and 
young women be screened at least annually for chlamydia infections and sexually active 
adolescent males be screened at least once by age 18 years.198 

 
Control Issues 

Despite the availability of screening tests and effective treatment, overall the United 
States has fallen behind other industrialized nations in controlling sexually transmitted 
diseases.  For example, in Canada, a country with a national chlamydia control program 
of comprehensive screening and treatment, rates of chlamydia have decreased almost 
50 percent from 1991-1997, while California rates have remained unchanged during 
that same time period.199  The Centers for Disease Control and Prevention estimates 
that an effective screening and treatment program in California could be conducted for 
an annual cost of $26 million (1997 dollars), resulting in more than $300 million in 
savings to individuals, health plans, and government.200 
 
Yet, sexually transmitted diseases, including chlamydia, remain largely unrecognized by 
the public, individuals at high risk, and by health professionals.  They are behavior-
linked diseases that result from unprotected sex.  Biologic factors (their asymptomatic 
nature, gender and age) as well as social and behavioral factors (marginalization and 
access to care including coverage that imposes a copayment or that excludes basic 
preventive health services) play a huge role in their continued spread.  Changing sexual 
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behaviors and norms at the individual and societal levels will be an important part of any 
long-term strategy to develop a more effective system of prevention.   A portion of this 
individual responsibility involves education to ensure responsible sexual behavior, 
delaying the initiation of intercourse, reducing the number of sex partners, and 
increasing use of effective barrier contraception. 
 
Because most health care in California is delivered in the private sector by managed 
health care organizations, independent practice organizations, independent 
management groups and other providers can improve screening rates through the 
distribution of educational materials to both their enrolled members, and physicians.  It 
would also involve health care providers talking comfortably and knowledgeably with 
patients about sexual risk, counseling about risk avoidance, and regular screening when 
indicated. 
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Appendix A-5:  Problem Drinking 
 
Definition of Problem Drinking 

Problem drinking is defined as any alcohol consumption leading to medical or social 
problems.   Alcoholism (or alcohol dependence) represents only one end of the 
spectrum of problem drinking.  It also includes non-dependent drinkers with medical or 
social problems due to drinking and persons who are at future risk due to heavy drinking 
or “binge” drinking. 
 
Problem Statement 

• More than half a million Americans are currently under treatment for alcoholism, with 
awareness of the true magnitude of the problem only now being recognized:  in 
detailed community surveys, the prevalence of alcohol abuse and dependence 
among men during the previous year was 17-24 percent and the prevalence among 
women was 4-10 percent.201,202,203,204 

• Eight to 20 percent of patients seen in primary care settings are problem drinkers.205 

• Medical problems associated with alcohol use include psychosis, hepatitis, cirrhosis, 
pancreatitis, thiamine deficiency, dementia, and cardiomyopathy; however, non-
dependent drinkers account for the majority of alcohol-related morbidity and 
mortality.206 

• More than 100,000 deaths are attributed to alcohol use each year, including 44 
percent of all traffic fatalities, half of unintentional and intentional injuries, and a 
substantial proportion of deaths from fires, drownings, homicides and suicides.207,208 

• In 1996, alcohol-related emergency department visits (2.2 million) accounted for 2.4 
percent of all visits, with visits related to both alcohol and drugs accounting for an 
additional 0.4 percent of visits.209 

• Nearly 20 percent of drinkers report problems with friends, family, work, or police 
due to drinking.210 

• Any level of drinking during pregnancy may influence the expression of Fetal Alcohol 
Syndrome, but surveys indicate that 12-14 percent of pregnant women continue to 
consume alcohol during their pregnancies.211 

 
Benchmarks & Recommendations by Others 

Both the American Medical Association and the American Academy of Family 
Physicians recommend that physicians be alert to the signs and symptoms of alcohol 
abuse and should routinely discuss patterns of use with patients.212,213 
 
The Canadian Task Force on the Periodic Health Examination and the 1990 Institute of 
Medicine Panel on Alcohol and Health recommend screening adults for problem 
drinking, using standardized inquiry or instruments, and offering brief counseling to non-
dependent problem drinkers.214,215 
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The U.S. Surgeon General, the American College of Obstetricians and Gynecologists, 
and the American Academy of Pediatrics advise counseling all women who are 
pregnant or planning on pregnancy that drinking can be harmful to the fetus and that 
abstinence is the safest policy. 216,217 
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APPENDIX B:  OTHER FINDINGS CONCERNING CLINICAL 
PREVENTIVE SERVICES WITH DELIVERY RATES ABOVE 50 
PERCENT 
 
 
The Coffield et al study found that eight of the top 14 high-yield clinical preventive 
services are delivered at overall national rates below 50 percent.  Research completed 
for this report examined similar California data for all 14 measures to determine 
California-specific delivery rates among managed health care plans.  Based on these 
data, the delivery rate for one service the Coffield study identified as nationally below 50 
percent was found to be higher based on more recent data for California:  vaccinating 
adults age 65 and older against pneumococcal disease – which was found to be 
delivered to 68 percent of older Californians in managed care plans.218 

 

For those services for which Coffield et al found the national delivery rates to exceed 50 
percent, California delivery rates are also above 50 percent.  California data indicate 
that among managed health care plans, delivery rates were above 50 percent for seven 
of the top 14 high-yield services:  childhood vaccination; screening for cervical cancer; 
screening of newborns for hemoglobinopathies, PKU and congenital hyperthyroidism; 
screening all persons for hypertension; vaccinating older adults against influenza; 
screening for high blood cholesterol; and vaccination against pneumococcal disease in 
older adults. 
 
Only limited California-specific data were found concerning physician advice to 
adolescents enrolled in managed care plans on tobacco use prevention or on drinking 
and drug use.  A 1992 survey of California physicians 219 suggested delivery rates of 
over 50 percent, but the generalizability of these findings to the entire state may be 
limited. 
 
With regard to all of the clinical preventive services examined, a delivery rate of above 
50 percent, while commendable, is still short of many national targets that set 
benchmarks for what can be achieved given the current state-of-the-art.  Moreover, 
each of these high-yield clinical preventive services has behind it convincing evidence 
that the benefits of delivery outweigh potential harms.  Promoting their implementation 
rests with individual practitioners, healthcare systems, payers, employers and 
consumers.  Each of these services which fell above the “half-way” mark is addressed 
on the following pages. 
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Appendix B-1:  Vaccinate Children 
 
The key strategy for eliminating vaccine-preventable diseases is universal childhood 
immunization.  The national objectives, as stated in Healthy People 2010, include 
adequately vaccinating at least 90 percent of young children aged 19 to 35 months 
using each of several universally recommended vaccines.  Immunization rates for 
California’s infants and toddlers have increased steadily over the last 10 years.  In the 
most recent National Immunization Survey conducted in 2000, the total California 
infant/toddler population – including those enrolled and not enrolled in managed care 
plans – had a 52 percent rate for complete vaccination (i.e., subjects had received all 
immunizations except hepatitis B) and a 75 percent rate for full immunization (i.e., 
subjects had received all suggested immunizations excluding hepatitis B and 
varicella).220  According to HEDIS  data for the year 2000, the California vaccination 
rate for children in managed care plans (i.e., subjects receiving all immunizations 
including hepatitis B), is 65 percent. 
 

Burden 

Because of widespread use of vaccines over the last few decades, many diseases are 
much less common in children, including diphtheria, pertussis, tetanus, poliomyelitis, 
measles, mumps, rubella and congenital rubella syndrome. Nationally, poliovirus 
vaccination alone has decreased the number of paralytic cases by the thousands, as 
20,000 cases were seen in 1952 and 10 cases were seen in the next outbreak in 1979. 
(The vaccine was introduced in 1955). Pertussis (whooping cough) has declined to 
4,617 cases221 from 74,715 in 1948. The slight rise in pertussis in recent years has 
been attributed to the likelihood of unvaccinated infants and children.  Haemophilus 
influenzae type-B has declined by an estimated 95% in children under age 5 (41 out of 
100,000 cases were reported in 1987 compared to 2 out of 100,000 in 1994, when the 
vaccine was first licensed). Hepatitis B affects only 1% of children under 5 while 
Hepatitis B Virus (HPV) affects 1 -3% annually. However, children under 5 account for 
20-30% of chronic infections, which can lead to severe complications such as chronic 
active hepatitis, cirrhosis, and hepatocellular carcinoma. Hepatitis A (acute liver 
inflammation222) affected nearly 27,000 people in 1994.  Varicella-zoster virus is the 
illness that causes chickenpox and infects 90% of Americans by the age of 15.  Most 
adults are immune.  
 
Trends 

Incidence of infectious vaccine preventable disease in California has dropped.  There 
have been dramatic drops in the incidence of H. influenzae type-B among infants and 
young children since the introduction of the vaccine – from over 600 cases in 1990 to 
only a few cases in 1999.  Incidence of measles also continues to decrease with only 17 
cases reported in California in 1999.  However, continued vigilance and timely 
immunizations are necessary to prevent a repeat of the measles epidemic that resulted 
in over 17,000 cases in California between 1989-1991.  Despite successes, pertussis 
(especially among infants, school-aged children and adults), has been of concern.  
Some 1,106 cases were reported in 1999 – the highest level since 1963.223  
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Costs & Benefits 

According to the Centers for Disease Control and Prevention, for every $1.00 spent on 
immunizations, up to $16.00 is saved in medical costs.  In California, the 1989-1991 
measles epidemic resulted in over $31 million in direct medical care and outbreak 
control costs.224 

 
Vulnerable Populations 

Many cases of pertussis occur in unvaccinated or inadequately vaccinated infants and 
children.  Nationally, the highest rates of H. influenzae type-B disease occur in Alaska 
Native and certain Native American populations.  Hepatitis B and Hepatitis B Virus 
disproportionately affect children because they are most likely to develop severe 
complications as a result of the disease.  Children aged 5-14 years have the highest 
rate of reported Hepatitis A (about 15 cases per 100,000 in 1993).  High-risk groups 
include some religious communities, Alaska Native, Pacific Islander, and Native 
American populations.  Those who are institutionalized, in custodial care, or in day care 
centers seem to be more susceptible to the contagious disease.  Varicella -zoster virus 
(chickenpox) disproportionately affects children.  Infants who become infected are at 
high risk for complications.225 

 
In California, the 1999 California Kindergarten Retrospective Survey indicates that 
African American and Latino children continue to be immunized at lower rates than non-
Hispanic Whites and Asians, although rates for Latino children have shown an 11 
percent increase over the last five years.226  Results from the 2000 survey show that 
almost all race/ethnic groups showed improvement over 1999, although this was not 
true for African American children.227 
 
California Managed Care Data and Measures 

As shown in Table B-1 (next page), just over half of toddlers enrolled in California 
commercial HMO plans were fully immunized against all diseases for which vaccines 
are universally recommended, according to California’s reporting on the Childhood 
Immunization Status measure of the HEDIS .  The measure’s various components 
represent the percentage of enrolled children who turned two years old during the 
measurement year, who were continuously enrolled for 12 months immediately 
preceding their second birthday (up to 45 day gap allowed), who were identified as 
having received four DTP/DTaP, three IPV/OPV, one MMR, two H influenza Type-B, 
three hepatitis B and/or one chicken pox vaccine(s) by the second birthday. 
Performance is tracked for each disease separately, as well as for two different 
combinations designed to measure the percentage of toddlers who are fully vaccinated.  
Combination 2 measures the percentage of these toddlers who have received the 
appropriate number of doses of all six of the recommended vaccines.  For 1999, the 
HMO delivery rate for Combination 2 was 52 percent. 
 
A separate measure, Combination 1, tracks performance on a slightly less 
comprehensive package of vaccines:  everything in Combination 2 except varicella.   
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Although recommended for universal administration in this age group, many 
assessments of the percentage of children who are “fully immunized” do not include 
varicella vaccination in the analyses, and some do not include Hepatitis B.  The fewer 
vaccines included in the measurement, the higher the delivery rates tend to be, as some 
children receive some of the vaccines but not all.  For 1999, California’s HEDIS -
reporting HMOs demonstrated a 65 percent delivery rate for Combination 1, which 
includes DTP/DtaP, IPV/OPV, MMR, HiB, and Hepatitis.  HEDIS  reporting on varicella 
immunization alone indicated that 69 percent of the children had received this between 
their first and second birthdays.  
 
 

Table B-1:  CHILDHOOD IMMUNIZATION 
DATA OVERVIEW 

California 
HMOs: 
HEDIS  

California 
Overall: 

NIS 

National 
HMOs: 
HEDIS  

National 
Overall: 

NIS 

USPSTF recommendation:  Vaccinate children: DTP/DtaP, MMR, Oral Polio/IPV, Hib, Hep B, and Varicella 
     
Measurement year 1999     
 NIS:  DTP/DtaP, MMR, Oral Polio/IPV, Hib, and Hep B1 n/a NR n/a 73.2% 
 HEDIS combination #1:  DTP/DtaP, MMR, Oral Polio/IPV, 

Hib, and Hep B2 65% n/a 63.73% n/a 

 HEDIS Combination #2:  DTP/DTaP, MMR, Oral Polio/IPV, 
Hib, Hep B, and Varicella3 52%-3 n/a 47.56% n/a 

     
Measurement year 2000     
 NIS:  DTP/DtaP, MMR, Oral Polio/IPV, Hib, and Hep B1 n/a 72.3%4 n/a 72.8%4 

 HEDIS combination #1:  DTP/DtaP, MMR, Oral Polio/IPV, 
Hib, and Hep B2 NR n/a NR n/a 

 HEDIS Combination #2:  DTP/DTaP, MMR, Oral Polio/IPV, 
Hib, Hep B, and Varicella3 NR n/a NR n/a 

 Varicella4 NR NR NR 67.8%5 

     

n/a Not applicable 
NR Not reported.  For HEDIS, not reported because measure was rotated out in HEDIS 2001 (re: year 2000).  For CA overall 

varicella, this was not found in the NIS data. 
1 Similar to combination #1, but these are National Immunization Survey 2000 data on 19-35-month-olds, and the dosing 

requirements called for one additional Hib dose. 
2 Received on or before 2nd birthday, per dosing schedule:  DTP/DtaP-4 doses, MMR-1 dose, Oral Polioi/IPV -3 doses, Hib-3 

doses, and Hep B-3 doses.  (Or, for each, documented history of the illness or se ropositive test result.) 
3 Same as footnote 1, but also with 1 dose varicella (or documented illness/seropositive  test). 
4 NIS 2000 data on 19-35-month-olds. 

 
Children with a documented history of the illness or for whom there was a seropositive 
test result were also included in the count of those immunized.  Immunocompromised 
children for whom a vaccination was contraindicated could be excluded from the 
calculation of screening rates.  As HEDIS  reporting is voluntary for HMOs and publicly 
reporting plans tend to score higher than non-publicly reporting plans, it is possible that 
the true statewide HMO average is slightly lower. 
 
Opportunities 

Only approximately two-thirds of young children enrolled in California’s managed health 
care plans are fully immunized against vaccine-preventable diseases – despite 
regulatory measures to raise immunization rates and keep them high.  Hepatitis B 
vaccine was added to child care and kindergarten entry requirements in 1997 and has 
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been required for entry into 7 th grade since 1999; the state’s 50,000 licensed family day 
care homes now require immunizations and immunization requirements for 
preschoolers were incorporated into CalWORKS, effective in January 1998. 
 
Most immunizations are given by private providers.  Efforts must expand to ensure that 
all providers have a technical understanding of immunization fundamentals, current 
schedules, and new vaccines (hepatitis A, Lyme, pneumococcal disease in infants).  
Staff training, administration techniques, and risk communication with parents are key 
quality assurance measures than can increase delivery rates.  Since anti-immunization 
groups, as well as growing public concerns about bioterrorism and antibiotic resistance, 
exist in California, continued public education is also needed. Proactive responses to 
misinformation in the media and other steps to maintain the public’s confidence in 
vaccines are important.  
 
Additionally, the Task Force on Community Preventive Services provides the following 
recommendations for interventions to increase vaccination coverage rates in three 
areas:  (1) Interventions for Increasing Community Demand; (2) Intervention Strategies 
for Enhancing Access to Vaccination Services, and (3) Provider-based Interventions.  
To increase community demand, the Task Force strongly recommends, based on an 
examination of the evidence, the use of client reminder/recall systems and also multi-
component interventions coupled with educational strategies.  Reducing out-of-pocket 
costs was strongly recommended to enhance access to vaccination services.  There 
were two strong recommendations for provider-based interventions.  First, to increase 
use of provider reminder/recall systems, and second, to assess and provide feedback to 
physicians on their delivery of vaccination services.228  Decision makers should consider 
these evidence-based recommendations and local needs, goals, and constraints when 
choosing appropriate interventions. 
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Appendix B-2:  Assess Adolescents for Drinking/Drug Use/Tobacco Use & 
Provide Counseling 
 
Substance use – alcohol, tobacco, and other drugs – remains an important problem 
among adolescents.  The majority of addiction to tobacco products is initiated during 
adolescence.  Age of onset of drinking strongly predicts the development of alcohol 
dependence.  Use of illicit drugs may interfere with school, increase the risk of injuries, 
contribute to unsafe sexual behaviors, and progress to more harmful drug use.  Healthy 
People 2010 has set national objectives for drug-free youth to increase the proportion of 
youth who have never used drugs, and to decrease the proportion of youth who say that 
they have used illicit drugs in the past month – including the use of steroids, use of 
inhalants, and adolescent tobacco use.  With regard to youth smoking, objectives were 
developed for prevalence, initiation of tobacco use, age at first tobacco use, cessation 
by youth, adolescent disapproval of tobacco use.229  The 8th California Student Survey 
conducted during the 1999-2000 school year found that 20 percent of 7 th graders, 26 
percent of 9 th graders and 39 percent of 11th graders reported using an illicit drug at 
least once in the past six months.  Rates of drinking had fallen for the first time in 15 
years, although still remained high:  35 percent of 7 th graders, 52 percent of 9 th graders 
and 66 percent of 11th graders reported drinking alcohol in the past six months.230  The 
youth smoking rate in California is about 11 percent.231 

 
Burden 

Substance abuse and its related problems are among society’s most pervasive health 
and social concerns. Tobacco use is the leading cause of preventable death in the 
United States, causing 430,000 deaths each year.232  Nationally, each year 100,000 
deaths each year are related to alcohol consumption; illicit drug use and related AIDS 
deaths account for another 12,000 deaths.233 

 
Trends 

National trends indicate that use of alcohol within the past month by adolescents aged 
12 to 17 years has declined overall since 1979.  In 1997, 20 percent of adolescent 
males and 19 percent of adolescent girls used alcohol in the past month.234  Drug use 
among adolescents age 12 to 17 years has doubled between 1992 and 1997.235  
National data from two sources – the Monitoring the Future Study and the Youth Risk 
Factor Behavior Survey – indicate that, overall, youth smoking has increased 20 to 36 
percent since 1991.236,237  Data from the 2000 National Household Survey on Drug 
Abuse of youths aged 12 to 20 years found that youth smoking declined from 14.9 
percent in 1999 to 13.4 percent in 2000.  Teenage girls had a smoking rate higher than 
that of boys – 14.1 percent, compared to 12.8 percent.  In 2000, 9.7 percent of teenage 
youths reported having used an illicit drug, which was about the same as the rate the 
year before.  Among teens aged 12 to 20 years, 27.5 percent reported drinking alcohol 
in the previous month and of those 18.7 percent reported binge drinking.238 
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Costs & Benefits 

The national economic cost of illicit drug use (all ages) in 1995 was $276 billion.239  The 
overall economic costs of tobacco use in California were estimated at $8.7 billion in 
1993.240  The U.S. Preventive Services Task Force found insufficient evidence for or 
against routine screening but felt routine questions on drug use could be included as 
part of the patient’s history, based upon the prevalence of drug use and its serious 
consequences.  It recommended that anti-tobacco messages be included in health 
promotion counseling of children, adolescents and young adults, but cautioned that the 
evidence for the effectiveness of clinical counseling to prevent initiation of tobacco use 
is less clear.241  But, as the Coffield study noted, clinician advice must reach only one 
third of the one percent of adolescents who would otherwise become adult smokers (or 
approximately 0.12 percent of all adolescents) for these services to be cost saving.242 
 
Vulnerable Populations 

All youth are placed at increased risk of initiating tobacco, alcohol, and drug use by 
virtue of their developmental age, as well as sociodemographic, environmental, and 
personal factors.   Such factors include the accessibility and availability of tobacco 
products, alcohol and drugs, personal perceptions of risks, limited ability to refuse, and 
lack of parental involvement.   For tobacco, alcohol, and some drugs, adolescent males 
appear to be at slightly higher risk of use than females.243 
 
California Managed Care Data and Measures 

Statewide data on the delivery of alcohol, drug, and tobacco use screening by clinicians 
were not found for adolescents.  While these preventive services are sometimes 
addressed in surveys of the adult population, adolescents are generally not asked 
questions about the receipt of such counseling.  Only one California survey was 
identified, a small survey of primary care physicians conducted in 1992-1993.244  
However, this study relied solely upon physician self-report of their usual screening 
behavior, and studies suggest that physicians tend to overestimate the frequency with 
which they perform many preventive services.245,246   
 
Given the questions about the validity of physician self-report data on these issues, the 
reasonably high rates reported in the small California study should be interpreted with 
great caution.  According to the physicians surveyed, 69 percent reported screening 11-
14 year olds for alcohol use and 84 percent reported screening 15-18 year olds for 
alcohol use during routine physical exams.  Reported provision of drug use screening 
during routine physical exams for the same age groups was found to be 74 percent and 
82 percent, respectively.  The reported cigarette use screening rates reported by 
primary care physicians were 76 percent and 86 percent, respectively.  The study 
authors did not observe any significant differences between the rates reported by 
physicians in HMOs and those practicing in other clinical settings. 
 
Opportunities 

Behavioral change interventions delivered in managed healthcare settings can yield 
positive outcomes.  Although integrating these interventions into the care delivery 



UNEDITED DRAFT – Center for Health Improvement – 12/19/01 
DO NOT CIRCULATE 

 85 

system requires ways to identify, maintain and support patients requiring assistance, 
including trained professionals who can deliver more intensive interventions, the primary 
care provider plays a central role in initiating and sustaining patients’ behavioral 
changes.  Since adolescents are generally healthy and may have infrequent contacts 
with health providers, seeking ways to promote assessment and counseling against 
alcohol, drug, and tobacco use in a range of clinical settings accessed by adolescents 
(e.g., emergency departments, pediatrics, gynecology, sports medicine) may prove 
beneficial.  Time and costs to implement interventions that change behavior present 
other challenges. The economic impact in clinical settings to change behaviors across 
interventions is not clear.  There is a wealth of information demonstrating economic 
impacts for smoking cessation; however measurement of the economic impact of 
prevention of tobacco, alcohol, and other drug use interventions in adolescent 
populations is rudimentary or incomplete. 
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Appendix B-3:  Screen for Cervical Cancer 
 
Nationally, cervical cancer is the tenth most common cancer in females.  Routine 
screening for cervical cancer with Papanicolaou (Pap) testing is recommended for all 
women who are or have been sexually active and who have a cervix.  Such screening 
to detect cervical cancer early is key to reaching the Healthy People 2010 goal of 2.0 
deaths from cervical cancer per 100,000 women.247 

 

Burden 

The incidence of invasive cervical cancer has decreased dramatically over the past 40 
years due to aggressive early detection programs.  Despite these inroads, 16,000 new 
cases are diagnosed nationally each year and 4,800 women afflicted with the disease 
die annually.  The number of expected new cases of cervical cancer in California in 
2001 is 1,765 and the expected number of cervical cancer deaths for this year is 475.248 
 
Trends 

The rates of many common cancers have declined significantly since 1990, both 
nationally and in California.  Between 1988 and 1999, invasive cervical cancer 
incidence (new cases) among California women significantly declined by an average of 
1.9 percent per year from 10.1 new cases per 100,000 women in 1988 to  8.5 in 1998. 
This downward trend in incidence is significant for all race/ethnic groups.  Trends in 
mortality from cervical cancer were generally downward in California, but not 
significantly so for any of the four major race/ethnic groups.  When trends are examined 
for women of all race/ethnic groups combined, cervical cancer mortality rates for 
California women have decreased significantly since 1988 by an average of 1.7 percent 
per year.249 

 

Costs & Benefits 

Considerable evidence exists that screening can reduce the number of deaths from 
cervical cancer.  Invasive cervical cancer is preceded in a large proportion of cases by 
precancerous changes in cervical tissue that can be identified with a Pap test. The costs 
associated with the diagnosis, treatment and follow-up of early stage cervical cancer are 
less than one-third of those associated with late, invasive cervical cancer.250  In terms of 
human costs, if cervical cancer is detected early almost all deaths could be avoided with 
appropriate treatment and fo llow-up.251 

 

Vulnerable Populations 

In 1998, the incidence of invasive cervical cancer was highest among Hispanic women 
in California (13.4 new cases/100,000 women) – 47 percent higher than the rate among 
Asian and Pacific Islander women (9.1), 54 percent higher than the rate among African 
American women (8.7) and twice the rate of non-Hispanic White women (6.6).252  
Information from the California Behavioral Risk Factor Survey suggests that Pap testing 
might have been less utilized by Hispanic women between 1984 and 1997.253  More 
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recent data from the Survey’s 1995-1999 analyses indicates that 87 percent of Hispanic 
women over 200 percent of the federal poverty level had a Pap test in the past three 
years and 80 percent of poor Hispanic women had also.  The comparable screening 
rates for non-Hispanic White women were 91 percent and 80 percent, respectively. 
Screening rates are lowest for low-income women, in which rates are about 10 
percentage points lower. Rates are also lower for Asian/Pacific Islander women (81 
percent for women over 200 percent of the federal poverty level and 70 percent for 
women with incomes under the poverty level).  Among Asians/Pacific Islander women, 
even the higher income group have rates lower than the poor for most other groups.254  
This study also found statistically significant differences in Pap testing between non-
Hispanic White women (95 percent) and women in the “Other” racial/ethnic category (84 
percent).255  Women with a history of multiple sexual partners, early onset of sexual 
intercourse, and tobacco smoking may be at higher risk.  Infection with human 
immunodeficiency virus and certain types of human papilloma virus are also at 
increased risk of cervical cancer.256 

 
California Managed Care Data and Measures 

Overall, California HEDIS 2001 data from reporting HMOs indicate that in the year 
2000, 76 percent of women aged 21- 64 had received at least one Pap test during the 
past three years.  The rates within individual plans varied substantially, and ranged from 
a high of 85 percent to a low of only 58 percent. Specifically, the Cervical Cancer 
Screening measure reflects the percentage of women age 21 through 64 years as of 
December 31 of the measurement year, who were continuously enrolled during the 
measurement year (gap of up to 45 days allowed), and who received at least one Pap 
test during the measurement year or the two preceding years. Evidence of a Pap test 
can be based upon a submitted claim/encounter with a relevant CPT code or through 
medical record review. 
 
Self-reported data from the California Behavioral Risk Factor Survey (BRFS) and the 
Pacific Business Group on Health (PBGH) Physician Value Check Survey found much 
higher rates of cervical cancer screening. 1999 California BRFS data for women age 
18-64 indicate that 94 percent of women reporting membership in an HMO received 
Pap smears in the past three years, and 93 percent of those in PPOs. These rates were 
based on responses to the question “A Pap smear is a test where material is taken from 
the cervix, that is the mouth of the womb, to see if any cancer cells are present. Have 
you ever had a Pap smear?” and a follow-up question on the length of time since the 
last Pap smear. (For information on the determination of HMO/PPO status see the 
Technical Appendix.) The PBGH 1998 Physician Value Check Survey found rates to be 
93% for women in Northern California physician groups and 92% in Southern California, 
although it should be noted that the cervical cancer screening question was only asked 
of women aged 18-44 years. Both the BRFS and the PBGH surveys are based on self-
reported data, and are subject to any limitations on patient understanding and recall that 
may exist. 
 
It should be noted that none of these three reported data sources allows for the 
determination of the portion of Pap testing performed as a true preventive service as 
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opposed to testing conducted on the basis of patient symptoms.  However, a recent 
Ohio study found that, unlike many other preventive services, Pap testing was 
infrequently performed for symptoms (6% of the time), and that most utilization does 
represent prevention.257  It should also be noted that a study on the validity of various 
methods for obtaining data on preventive service delivery found that, in measuring Pap 
smears, both medical record review and patient self-report produced valid results when 
compared to direct observation.258  Although HEDIS  protocols allow for the use of 
medical chart data, administrative data may also be used; it is possible that this results 
in some degree of underreporting. 
 
Opportunities 

Overall cervical cancer screening rates in California range from 76 percent to 94 
percent, based on HEDIS  measures and self-reports from women.  The effectiveness 
of Pap testing is more likely to be improved by extending the test to women who are not 
currently being screened and by improving the accuracy of the tests than to increase 
the frequency of testing. Studies reviewed nationally indicate that incomplete testing is 
more likely to occur in African American women, uninsured women, the elderly, and 
those residing in rural areas. In California, low-income women are less likely to be 
screened than higher income women.  The exception is African American women 
among whom 90 percent reported having had a Pap test in the last three years.259  
Additionally, although BRFS-reported rates were high, in-depth analysis of these data 
revealed that even within the managed care environment, those in the “other race” 
category (not white, black or Hispanic) were screened at a significantly lower rate (84 
percent).   Additionally, interpretive or reporting errors by laboratories, specimen 
collection errors by clinicians, and inadequate follow-up of abnormal screening tests, 
and patients who fail to return for further evaluation each pose continued challenges.260 
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Appendix B-4:  Screen for Hemoglobinopathies, PKU, and Congenital 
Hypothyroidism in Newborns 
 
Newborn screening programs began in the early 1960s with the development of a 
screening test for phenylketonuria (PKU) and a system for blood sample collection on 
filter paper.  Since that time, all states and some territories in the United States have 
included newborn screening as part of their preventive public health system.  Healthy 
People 2010 has established a developmental (i.e., without baseline information) 
national objective calling for all newborns to be screened at birth for conditions 
mandated by their state -sponsored screening programs.261 
 
Burden 

Sickle cell disease affects about 50,000 Americans of many racial and ethnic 
backgrounds.  The case-fatality rate among persons with sickle cell disease can be as 
high as 35 percent.262  PKU is an inborn error of phenylaline metabolism that occurs in 1 
of 12,000 births in North America.  Absence of treatment leads to severe, irreversible 
mental retardation.263  Congenital hypothyroidism occurs in 1 of 3,600 to 4,000 infants.  
Without prompt treatment, affected children gradually develop growth failure, 
irreversible mental retardation, and a variety of neuropsychologic deficits.264 

 
Trends 

There has been universal public acceptance of newborn screening programs since 
1960.  All state programs now include screening for PKU and congenital 
hypothyroidism.  More than 40 programs, including California’s, also screen for sickle 
cell disease and most screen for galactosemia.  Others screen for cystic fibrosis, other 
metabolic disorders, and congenital infections.  Virtually all states treat or refer for 
treatment babies with a confirmed diagnosis.    
 
Costs & Benefits 

The mass screening of more than 4 million infants each year in the United States has 
been heralded as cost-effective in reducing illness, disabilities, and death associated 
with inherited conditions. Early identification and initiation of ongoing treatment of these 
disorders can prevent severe mental retardation, delayed body growth, damage to 
major organs, and/or death. 

Newborn Screening is recognized nationally as an essential preventive public health 
measure.    All states in the nation and the District of Columbia have established 
newborn screening programs.   The State of California began its Newborn Screening 
Program in 1966 with testing for PKU.  In October 1980, the program was expanded to 
include galactosemia and primary congenital hypothyroidism, as well as a more 
comprehensive follow-up system.  In 1990, screening for sickle cell disease was added 
to the State’s existing program, which also allowed for the identification of some of the 
related non-sickling hemoglobin disorders, including some forms of beta thalassemia.   
In 1999, the Program implemented screening for hemoglobin H and hemoglobin H-
Constant Spring Disease.  The California Newborn Screening Program currently 
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screens almost all babies born in California – over 500,000 babies each year.  Babies 
not born in the hospital must also have this test.  It should be done before the baby is 
six days old since babies can appear very healthy at birth and still have one of these 
disorders.   

Free diagnosis is available for positive screening results at California Children’s 
Services (CCS) – approved hospitals. Very early detection permits the metabolic 
disorders PKU and galactosemia to be treated with a special diet and hypothyroidism to 
be treated with thyroid hormone, thus preventing the development of mental retardation 
and other significant health problems.  Fatal infections in newborns with sickle cell 
disease are prevented with a daily dose of penicillin.  Early detection of thalassemia 
disorders allows for close monitoring for infections and anemia. 

The NBS test also identifies healthy infants with hemoglobin traits and provides follow-
up counseling and testing to families with babies identified as hemoglobin trait carriers.  
These babies are not at risk for health problems (due to their carrier status) but the 
parents may be at risk for having a baby with sickle cell disease in subsequent 
pregnancies.  Supported by a state contract, regional Sickle Cell Counseling Centers 
offer free family testing and counseling for parents of infants with sickle cell trait, 
hemoglobin C and hemoglobin D traits.265 

 
Vulnerable Populations 

Sickle cell disease occurs in one in every 375 African Americans; one in 3,000 Native 
Americans; one in 20,000 Hispanics; and one in 60,000 Whites.  Certain thalassemias 
(a second type of hemoglobinopathy) are more common in individuals of Mediterranean, 
African, or Southeast Asian origin.266 
 
California Managed Care Data and Measures 

California data indicate nearly universal screening of newborns for hemoglobinopathies, 
phenylketonuria, and congenital hypothyroidism, as well as for several additional 
diseases. Regulations require that hospitals report all babies discharged without a 
newborn screening test, and all birth registrars are required to report all out-of-hospital 
births. Although Newborn Screening Program data from the California Department of 
Health Services, Genetic Disease Branch do not allow for the determination of 
screening rates specific to managed care organizations, overall statewide data suggest 
a screening rate of 99.5 percent. Program officials have observed no reason to believe 
rates are any lower within managed care. 267 
 
Opportunities 

California universally screens nearly all babies born in the state.  Although rare, some 
disorders may be more uniformly followed than others; follow-up testing and early 
initiation of preventive treatment may be uneven.  In some instances screening is 
required but reporting of results is not – potentially delaying follow-up.  In California, 
home births and those occurring outside of hospitals may delay testing. 
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Appendix B-5:  Screen for Hypertension Among All Persons 
 
Epidemiologic and statistical studies have identified several factors that increase the 
risk of heart disease and stroke.  High blood pressure, or hypertension, is known as the 
“silent” killer because it remains a major risk factor for coronary heart disease (which 
accounts for the largest portion of all heart disease), stroke, and heart failure.  Healthy 
People 2010 puts forth four national objectives:  (1) reduce the proportion of adults with 
high blood pressure; (2) increase the proportion of adults with high blood pressure 
whose blood pressure is under control; (3) increase the proportion of adults with high 
blood pressure who are taking action to control their blood pressure; and (4) increase 
the proportion of adults who have had their blood pressure measured within the 
preceding two years and who can state whether their blood pressure was normal or 
high.268 

 
Burden 

Approximately 50 million adults in the United States have high blood pressure – about 
28 percent of adults age 20 years and older.  Eighteen percent of those with high blood 
pressure have it under control (the Healthy People 2010 target is 50 percent).  Eighty-
two percent of those with high blood pressure are taking some type of action to control it 
– e.g., losing weight, increasing physical activity, reducing sodium consumption (the 
target is 95 percent).  Ninety percent of adults have had their blood pressure measured 
within the past two years and know if it is normal or high (the target is 95 percent).269  
Nationwide, the median percentage of adult non-Hispanic Whites who reported ever 
having been told by a health professional that their blood pressure was high was 23.0 
percent.  For African Americans, this percentage was 30.9 percent; for Asian/Pacific 
Islanders, the percentage was 16.3 percent, and for Latinos, the percentage was 18.6 
percent.  Among American Indians or Alaskan Natives, the percentage reporting ever 
being told they have high blood pressure was 20.7 percent.270 

 
Trends 

In comparison to the national prevalence data cited above, according to the 1999 
California Behavioral Risk Factor Survey, 23 percent of California adults report having 
been told by a health professional that they have high blood pressure.  The rates among 
population subgroups varied:  25.3 percent among non-Hispanic Whites; 34.0 percent 
among African Americans; 17.6 percent among Hispanics,  and 20.4 percent among 
those in the “other” racial/ethnic grouping.271  An examination of trends between 1984 
and 1996 conducted by the California Department of Health Services among California 
adults found no significant changes in the prevalence of high blood pressure similar to 
the national trends indicating a lack of improvement in the proportion of individuals 
treated and controlling their high blood pressure over the last decade.272 

 
Costs & Benefits 

Results from several large randomized controlled studies demonstrate that lowering 
blood pressure in hypertensive adults is beneficial and mortality can be reduced through 
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the detection and treatment of high blood pressure.  Estimates suggest that an average 
diastolic blood pressure reduction of 5-6 mm Hg in everyone with hypertension could 
reduce the incidence of coronary heart disease by 14 percent and the incidence of 
strokes by 42 percent.273,274 

 
Vulnerable Populations 

High blood pressure is more common among African Americans and older persons. 
 
California Managed Care Data and Measures 

Over 90 percent of all California adults age 18-64 years enrolled in commercial 
managed care plans in California report having had their blood pressure checked within 
the past two years.  The reported rate for those in HMOs was 95 percent and in PPOs, 
the rate was 92 percent. 
  
These data are collected from the 1999 California Behavioral Risk Factor Survey and 
are based on self-reported information obtained during a telephone survey.  
Respondents were asked about how long it had been since they last had their blood 
pressure taken by a doctor, nurse, or other health professional, and responses were 
coded into several different categories, including “within the past year,” “within the past 
2 years,” “within the past 5 years.”   For those reporting they had received testing, 
follow-up questions were asked about high blood pressure and its control. For 
information on the classification of respondents into HMO plans, see the Technical 
Appendix. 
 
Opportunities 

Between 92 and 95 percent of California adults in managed healthcare organizations 
have had blood pressure checks within the past two years.  Despite these higher rates 
of screening, management and control of high blood pressure continue to prove 
challenging.  Hypertension (generally defined as having a blood pressure measurement 
of 140 mm Hg/90 mm Hg or above) is not diagnosed on the basis of a single reading.  
Once confirmed, patients usually receive appropriate counseling regarding modifiable 
risk factors (weight, physical activity, sodium consumption and alcohol consumption).  
The decision to initiate drug therapy includes consideration of the level of high blood 
pressure elevation, age, presence of other cardiovascular disease risk factors (e.g., 
tobacco use, high blood cholesterol), and other diseases or conditions.  Clinicians 
should be aware of recent guidelines for high blood pressure control, as well as current 
techniques for improving compliance.  Recent studies have called attention to the fact 
that individuals with high-normal blood pressure (130-138 mm Hg/85-89 mm Hg) are 
two to three times more likely to suffer a heart attack, stroke, or heart failure in ten years 
than are those with what is considered ideal blood pressure (less than 120/80).275 
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Appendix B-6:  Vaccinate Adults Against Influenza and Pneumonia (Adults Aged 
65 Years and Older) 
 
Infectious diseases remain major causes of preventable illness, disability and death, 
especially among older adults.  The Healthy People 2010 national objectives establish a 
target of 90 percent vaccination rate – annually for vaccination against influenza and 
even for vaccination against pneumococcal disease – for the non-institutionalized adult 
population age 65 and older.  The national rates as reflected by the 1998 baseline data 
are at 64 and 46 percent, respectively. 276  At 69.3 percent for influenza vaccination and 
62.9 percent for pneumococcal vaccination, more recent national data indicate 
increased coverage rates among older adults.277  Immunization rates for California’s 
general senior population are comparable to the national rates for the general older 
population.  Seventy percent were immunized against influenza and 61 percent were 
immunized against pneumococcal disease.278 
 
Burden 

Pneumococcal disease and influenza account for more than 30,000 deaths nationally 
each year, most of which occur in elderly persons.  Twenty thousand or more excess 
deaths from influenza were reported in each of the ten epidemics that occurred in the 
United States from 1972 to 1991 and 40,000 excess deaths occurred in three large 
pandemics that occurred during that time.  More than 90 percent of deaths attributed to 
pneumonia and influenza during these epidemics were in persons aged 65 and older.  
Pneumococcal disease accounts for 15 percent of community-acquired pneumonia.  
The highest case-fatality rates occur in elderly persons and patients with other medical 
conditions.279 

 
Trends 

Vaccination rates among adults aged 65 and older have increased over the last decade 
or so.  National influenza vaccine coverage rates were up from 33 percent in 1989 to 64 
percent in 1998 and pneumococcal vaccine coverage rates increased from 15 percent 
to 46 percent during that same time period. Information from the 2000 California 
Behavioral Risk Factor Survey shows further increases in vaccination rates for both 
influenza and pneumococcal disease.  Despite these increases, coverage rates for 
certain racial and ethnic groups remain below that of the general population.280  Even 
with relatively high rates of coverage, continued vigilance is necessary.  Nationally, 
drug-resistant strains of Streptococcus pneumoniae have emerged – as much as 15 
percent of isolates are drug resistant in some locales – and this fact, along with the 
aging of the general population, underscores the importance of preventing 
pneumococcal disease by vaccination.281 

 
Costs & Benefits 

Both observational and case-controlled trials conducted during outbreaks support the 
efficacy of influenza vaccine in preventing illness, hospitalization, and mortality in 
institutionalized older persons and in community-dwelling persons with high-risk chronic 
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conditions.  Case controlled studies in persons age 65 and older reported during 
epidemic conditions that vaccination prevented 31-45 percent of the hospitalizations 
that would be expected due to pneumonia and influenza and 43-49 percent of deaths 
that would be expected from respiratory conditions when the control group was 
compared to the unvaccinated cohort.282 

 
Vulnerable Populations 

For influenza, vulnerable populations include persons age 65 and older, those who are 
residents of chronic care facilities, and those suffering from cardiopulmonary disorders, 
metabolic diseases, including diabetes mellitus, hemoglobinopathies, 
immunosuppression, or renal dysfunction.  For pneumococcal disease, vulnerable 
populations or high-risk groups are those with chronic cardiac or pulmonary disease, 
diabetes mellitus, anatomic asplenia and populations identified as being at increased 
risk (Native American and Native Alaskan populations).283  Data from the 1999 
California Behavioral Risk Factor Study also suggest that pneumonia vaccination rates 
for older adult African Americans and Hispanics in California are lower than for non-
Hispanic Whites (64 percent), and are even below 50 percent, with estimates of 37 
percent among African American and 42 percent among Hispanic Californians.  There 
appears to be less of a disparity between groups for influenza vaccination coverage.284 

 
California Managed Care Data and Measures 

Most recent available data on influenza and pneumococcal vaccination of seniors in 
California’s managed care organizations suggest that plans are making progress, 
although rates are still far below the 90 percent targets. Rates are slightly higher for 
influenza vaccination than for pneumococcal vaccination. 
 
Influenza vaccination rates self-reported in the 1999 California BRFS telephone survey 
were 78% (95% confidence interval:  73-83%) for those in HMOs and 74% (95% CI 58-
90%) for those in PPOs.  These rates represent the percentage of adults age 65 and 
older who are members of an HMO or PPO and who reported that they had had a flu 
shot in the past 12 months.  (For information on the classification of BRFS respondents 
into HMOs/PPOs, see the Technical Appendix.)  Since these BRFS data are the result 
of ongoing data collection during the first nine months of 1999, and since the flu shot 
question concerns the previous 12 months, these overall vaccination coverage rates are 
likely more representative of service delivery during 1998 than 1999, although both 
years are covered.  Additional immunization data from member self-reporting on the 
Medicare Managed Care Consumer Assessment of Health Plans Study (MMC-CAHPS) 
2000 survey resulted in an estimated influenza vaccination rate of 76 percent for 1999.  
The MMC-CAHPS survey asked specifically about receipt of a flu shot during 
September through December of 1999.  Neither the CA BRFS nor the MMC-CAHPS 
data presented herein are specific to flu shots received through the managed care 
organization; vaccination obtained from another location, such as a pharmacy or 
grocery store vaccination event, would also be counted. 
 
Pneumococcal vaccination rates from the 1999 CA BRFS indicate that approximately 
62% (95% CI 56-68%) of the seniors in HMOs and 56% (95% CI 38-75%) of those in 
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PPOs had ever received a pneumonia shot. MMC-CAHPS 2000 data put the figure 
slightly higher at 68%; this was based on a more elaborate question: “Have you ever 
had a pneumonia shot? This shot is usually given only once or twice in a person’s 
lifetime, and is different from the flu shot. It is also called a pneumococcal vaccine.” 
 
It should be noted that both BRFS and CAHPS data are based on member self-report, 
so may be subject to limitations on patient recall and understanding. However, a study 
on the validity of various methods for obtaining data on preventive service delivery 
found that, in measuring influenza vaccination, both medical record review and patient 
self-report produced valid results when compared to direct observation.285  The validity 
of self-report on pneumococcal vaccination was not specifically addressed. 
 
Opportunities 

Current vaccination levels of coverage vary widely among age, risk, and racial/ethnic 
groups.  Studies have consistently shown that focusing efforts to improve coverage on 
healthcare providers and healthcare systems is the most effective means of increasing 
vaccine coverage in adults.  All healthcare providers should routinely assess the 
vaccination status of their older adult patients.  Health plans should develop 
mechanisms for assessing the vaccination status of enrolled members seeking 
services.  Nursing home and hospitals should ensure that policies exist to promote 
vaccination.  Influenza and pneumococcal vaccines are covered by Medicare; 
vaccinating greater proportions of older adults should be feasible. 
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Appendix B-7:  Screen for High Blood Cholesterol (Men Aged 35-65; Women Aged 
45-65) 
 
High blood cholesterol is a major risk factor for coronary heart disease, which accounts 
for the largest proportion of all heart disease in the United States.  More than 50 million 
American adults have high blood cholesterol at levels that require treatment.286  More 
than 90 million adults have cholesterol levels that are higher than desirable.287  
Screening for coronary heart disease risk factors (e.g., high blood cholesterol levels) is 
an important first step in delaying or preventing disease progression.  One of four 
national objectives, published in Healthy People 2010, address screening – that is, to 
increase the proportion of adults age 18 and older who have had their blood cholesterol 
checked within the preceding five years.  At baseline, 67 percent of U.S. adults have 
done so; the target goal for 2010 is to increase that proportion to 80 percent.288 

 
Burden 

Coronary heart disease is one of the leading causes of death in the United States, 
accounting for approximately 490,000 deaths annually.  In 1995 alone, it accounted for 
over $60 billion in medical expenses and lost productivity.  Elevated blood cholesterol is 
one of the major identifiable risk factors for this major cause of mortality.  Early 
screening of blood cholesterol levels leading to lowered blood cholesterol levels, can 
significantly reduce the risk of coronary heart disease and the impact of deteriorating 
cardiovascular health on our society.  Lifestyle changes that prevent or lower 
cholesterol levels include eating a diet low in saturated fat and cholesterol, increasing 
physical activity, and reducing excess weight.289 

 
Trends 

Consumption of saturated fat, total fat, and cholesterol declined during the 1980s and 
1990s and the average blood cholesterol levels in American adults also dropped from 
213 mg/dL in 1978 to 203 mg/dL in 1991.  National data indicate that the prevalence of 
high blood cholesterol requiring advice and treatment fell from 36 percent to 29 
percent.290 

 
Costs & Benefits 

The purpose of screening for high blood cholesterol in these age groups is to identify 
those who would benefit from cholesterol-lowering interventions to reduce the risk of 
coronary heart disease.  The increase in screening over the past decade has been 
accompanied by improvements in dietary knowledge on fat consumption, average 
cholesterol levels and coronary heart disease mortality.  It is difficult to isolate the 
contribution of screening from these other secular changes. Cholesterol screening is 
important to identify high-risk individuals who are most likely to benefit from 
individualized dietary counseling and drug treatment.  There is good evidence that 
lowering cholesterol by any means can reduce the risk of coronary heart disease. The 
evidence is strongest for middle-aged men and by extrapolation decade-older 
women.291 
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Vulnerable Populations 

Coronary heart disease afflicts both men and women with incidences increasing in 
direct correlation with age.  There is some evidence that estrogen delays the onset of 
coronary heart disease by some ten years or so, demonstrated by lower cholesterol 
levels and lower incidence of coronary heart disease among pre-menopausal women.  
Still 49 percent of coronary heart disease deaths occur in women.  Other risk factors for 
coronary heart disease include male gender, cigarette smoking, and comorbidities such 
as hypertension and/or diabetes mellitus. 
 
California Managed Care Data and Measures 

California Behavioral Risk Factor Survey (BRFS) data indicate that the majority of 
managed care members in the targeted age-sex groups—males age 35-65 and females 
age 45-65—are in fact receiving routine cholesterol testing.  Analysis of the 1999 BRFS 
telephone survey responses found that approximately 80 percent (95 percent CI 77-84 
percent) of such persons in HMOs and 84 percent (95 percent CI 79-89 percent) in 
PPOs reported they had been screened within the past five years.  These findings were 
based on responses to two separate questions:  “Blood cholesterol is a fatty substance 
found in the blood.  Have you ever had your blood cholesterol checked?” and, for those 
responding in the affirmative, “About how long has it been since you last had your blood 
cholesterol checked?”  Responses to the latter were coded into one of several answers, 
including “within the past five years” and “more than five years ago.”  A follow-up 
question on high cholesterol was also asked. 
 
Opportunities 

While managed care rates for the target population are at 80 percent, efforts to improve 
screening for high blood cholesterol among the target age groups, as well as across all 
adult age groups (to meet the Healthy People 2010 goal), will be needed to continue to 
improve cardiovascular health.292  The average person can expect to live 5.5 years 
longer than he or she did 30 years ago due to progress against cardiovascular 
diseases, including coronary heart disease and stroke.  Work remains to ensure that all 
segments of the population benefit from this progress.  Recently, the USPSTF 
broadened its 1996 recommendations concerning blood cholesterol screening by saying 
that such screening should not have an upper age limit (previously, it had been set at 
age 65) and issued a new recommendation calling for screening beginning at age 20 if 
risk factors are present.293  While a good deal of progress has accrued due to positive 
changes in lifestyle – lower fat consumption and decreased prevalence of smoking – 
America is experiencing an epidemic of obesity among adults and young people.  
Persistent low rates of physical activity and adolescent tobacco use remain as 
challenges.  Health behavior change within managed care, including the integration of 
counseling interventions hold promise for the future. 
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APPENDIX C:  DATA SOURCES AND ADDITIONAL TABLES  
 
 
California Behavioral Risk Factor Survey (CA BRFS) and 
Analyses by H. H. Schauffler et al. 
 
BRFS Survey 

The Behavioral Risk Factor Survey is an ongoing collaborative effort of the California 
Department of Health Services, the Public Health Institute and the Centers for Disease 
Control and Prevention (CDC).  This is an annual, ongoing random sample telephone 
survey of the civilian, noninstitutionalized California adult (18 years and over) 
population. Conducted since 1984, this survey collects information on a wide variety of 
health-related behaviors.  The questionnaire is developed each year by the CDC and 
collaborating state agencies, and consists of three components: a core survey 
administered by all states participating in Behavioral Risk Factor Surveillance System, 
standard topical modules that states can add as they please, and additional local 
interest questions  designed and administered by individual states.  Not all questions are 
used each year; some core questions are rotated and asked only in alternate years.  
The instrument includes more than 200 questions, although due to skip patterns some 
interviews consist of fewer than 100.   
 
California data used in this report are from the 1999 and 2000 BRFSs.  Total sample 
size for 1999 was 4149, and 4017 for 2000; sample sizes for individual questions are 
often lower.  Two response rates were calculated:  an “upper-bound” rate and a CASRO 
(Council of Am erican Survey Research Organizations) rate.  The upper-bound and 
CASRO rates, respectively, were 82% and 58% for 1999, 66% and 47% for 2000.  
Because the age, race and sex distributions of the sample do not completely match the 
adult California population, the sample is weighted to the California 1990 population to 
adjust for these factors. 
 
Many of the questions on which the analyses in this report were based were added by 
the Health Insurance Policy Program at the UC Berkeley Center for Health and Public 
Policy Studies.  See below for further details. 
 
BRFS data are subject to several limitations.  First, only persons with a telephone in the 
household are included.  Second, responses are self-reported, and are not validated 
through medical record review and confirmation of insurance details.  Third, because 
response rates are fairly low, there is a possibility of non-response bias. 
 
Analyses by H. H. Schauffler et al. 

 The Health Insurance Policy Program (HIPP) at U.C. Berkeley added questions on 
insurance coverage to the 1999 California BRFS, and was then able to categorize 
managed care respondents into three categories: staff/group HMO, IPA/network HMO, 
or PPO.  An early question asked the name of the respondent’s health plan, and at the 
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end of the survey respondents were asked to locate their health insurance cards and 
provide the health plan name as printed on the card. For the 60% that located their 
cards, plan information taken from the card agreed with their recalled plan 97% of the 
time.  However, card information often provided additional details regarding plan model 
(i.e., Blue Cross CaliforniaCare, rather than just Blue Cross), and this more specific 
information was helpful in category assignment.  Respondents were also asked 
questions pertaining to physician networks, primary care provider selection 
requirements, and access to specialists.  For those who could not be classified into one 
of the three managed care organization categories solely on the basis of the  plan name 
reported, analysis of responses to these additional questions was coupled with data on 
the types of products offered by each California HMO.  If the managed care 
organization was known to offer a product of the same category as that suggested by 
the three additional question responses, the respondent was assigned to that category.  
This methodology allowed for the categorization of 95% of survey respondents by 
health care plan type.  The 5% that could not be classified were excluded from these 
BRFS analyses.  
 
Several of the results presented in this report have been previously published.  Many 
can be found in The State of Health Insurance in California, 1999 report by H. H. 
Schauffler and E. R. Brown, published by the Regents of the University of California in 
January 2000.  Additional sources include an article entitled “Adoption of the AHCPR 
Clinical Practice Guidelines for Smoking Cessation:  A Survey of California’s HMOs” 
(American Journal of Preventive Medicine, 2001;21(3):153-161), as well as an article, 
“Assessing PPO Performance on Prevention and Population Health” (Medical Care 
Research and Review, 2001; 58(s1):113-137.  Finally, UC Berkeley Center for Health 
and Public Policy staff conducted new analyses specifically for this report; these were 
completed in September and October of 2001 and are not published elsewhere. 
 
All analyses above were conducted using data from the first 9 months of 1999.  Most 
analyses used data on respondents aged 18 through 64 years of age, although some 
analyses used further restricted age groups and others used data on the population 
aged 65 years and older only.  In addition, managed care categories were condensed 
into two groups, HMO (staff/group HMO and IPA/network HMO categories combined) 
and PPO.  Medi-Cal and Medicare managed care respondents were included in the 
analyses unless age criteria made exclusion necessary. 
 
 
HEDIS (Health Plan Employer Data and Information Set) 
 
Sponsored by the not-for-profit National Committee for Quality Assurance (NCQA),  
HEDIS is a standardized set of performance measures used by about  90 percent of 
the nation’s health maintenance organizations (HMOs) to collect and report information 
on the quality of health care and service delivery.  HEDIS  reporting is voluntary for 
HMOs; some plans allow their results to be publicly reported, others submit data for use 
in the calculation of averages, and others may not report at all.  
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HEDIS data are collected by the California Cooperative Healthcare Reporting Initiative 
(CCHRI), a collaborative of health care plans, purchasers and providers that collects 
and provides public results on the quality of California’s HMOs and medical groups. 
Seventeen California HMOs report data to CCHRI, including all the large plans in the 
state. 
 
There are over fifty HEDIS  measures.  Reporting is based on administrative data 
and/or medical charts, as well as results of the NCQA Member Satisfaction Survey, 
which is sent to 1500 random commercial enrollees in each plan.  Independent 
contractors evaluate and analyze the data provided by plans.  In some instances, other 
data collection methods are used.  
  
Data in this report are based upon several HEDIS  2001 measures covering services 
provided during 2000.  HEDIS  2001 California data cover approximately 95% of the 
California population covered by commercial HMOs in the state.  Although HEDIS  data 
are collected for commercial HMOs, Medicaid HMOs and Medicare HMOs, most of the 
data presented in this report are limited to commercial HMOs (i.e., enrollment via 
employer group policy or individual or family policy, not via Medicaid or Medicare).  
Medicare plan data are used, however, for HEDIS  measures specific to adults aged 65 
years and older.  These data were obtained from CMRI, and are based on results of the 
Medicare Managed Care Consumer Assessment of Health Plans Study 2000 survey 
(see below). 
 
A primary limitation of the HEDIS  data is the voluntary nature of reporting.  NCQA 
analyses have found that NCQA-accredited plans outperform non-accredited plans, and 
publicly reporting plans outperform non-publicly reporting plans.  Published HEDIS  
results are therefore likely to be somewhat higher than are those for the HMO 
population as a whole.  In addition, HEDIS  data collection methods pose limitations.  
Low response rates to the member satisfaction survey used in determining delivery 
rates for some measures may introduce non-response bias, while for measures that rely 
upon administrative records and medical charts the validity of the results will be 
influenced by the completeness and accuracy of the records on which they are based. 
 
 
Medicare Managed Care Consumer Assessment of Health Plans Study 
 
The Consumer Assessment of Health Plans Study (CAHPS) survey is a widely used 
consumer survey regarding experiences with health plans.  The CAHPS questionnaire 
was developed by the Agency for Healthcare Policy and Research (now the Agency for 
Healthcare Research and Quality), and was updated in 1998 to include some items 
from the National Committee for Quality Assurance (NCQA) Member Satisfaction 
Survey, as well as a HEDIS  supplemental set of items.  Back in 1997, the Health Care 
Financing Administration (now the Centers for Medicare & Medicaid Services) began 
requiring Medicare managed care plans to report on HEDIS performance measures 
and to participate in an independently administered Medicare satisfaction survey, the 
Medicare version of the Consumer Assessment of Health Plans Study. 
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Data contained in this report are from the Medicare Managed Care Consumer 
Assessment of Health Plans Study (MMC-CAHPS) 2000 survey, covering data on 
services performed in 1999. The data presented herein are also specific to Medicare + 
Choice organizations in California, and were obtained from CMRI, the federally funded, 
non-profit, health information and quality improvement organization charged with 
improving the quality of care in Medicare in California.   
 
As these data are obtained through patient self-report, they are subject to limitations of 
patient recall.  In addition, there is a possibility that those who responded to the survey 
are different than those who did not, which would affect the generalizability of the 
results.  
 
 
California Women’s Health Survey 
 
The California Women’s Health Survey (CWHS) is an annual survey, supported by the 
California Department of Health Services, the California Department of Mental Health, 
the California Department of Alcohol and Drug Programs, CMRI, and the Public Health 
Institute.  This is an annual, ongoing random sample telephone survey of adult women 
(aged 18 years and older) living in households with telephones.  Conducted since 1997, 
this survey collects information on a variety of health-related behaviors and attitudes.  
The questionnaire was developed by the California Women’s Health Survey Group and 
Survey Research Group (SRG) staff.  The questionnaire can be changed each year to 
reflect topical interest. 
 
CWHS data used in this report are from the 2000 survey and represent preliminary 
data.  Total sample size for 2000 was 4012; sample sizes for individual questions are 
often lower.  Two response rates were calculated:  an “upper-bound” rate and a CASRO 
(Council of American Survey Research Organizations) rate.  The upper-bound and 
CASRO rates, respectively, were 74% and 38%.  Because the age and race distribution 
of the sample does not completely match the adult female California population, the 
sample is weighted to the California 1990 population.  
 
Chlamydia screening rates by age and HMO enrollment status, as presented in this 
report, are based on unpublished data from the California Department of Health 
Services, Sexually Transmitted Disease Control Branch. These special analyses were 
conducted in September of 2000. 
 
These data are subject to several limitations.  First, only women with a telephone in the 
household are included.  Second, responses are self-reported, and not validated 
through medical record review and confirmation of insurance details.  Third, because 
response rates are fairly low, there is a possibility of non-response bias.  
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Vision Service Plan (VSP) Administrative Data 
 
Vision Service Plan (VSP) is the nation's largest provider of eye care wellness benefits. 
As one of the largest vision coverage plans in California, they provide vision benefits to 
over 2.7 million managed care members.  VSP originated in California and has operated 
in the state since the 1950s.  
 
To estimate delivery of vision screening examinations to the elderly managed care 
population in California, VSP administrative data on VSP members aged 65 years and 
older enrolled in Medicare health plans were used.  These data covered over 500,000 
members, enrolled in seven Medicare managed care health plans.  Enrollees in 
employer plans (i.e. covered employees working past age 65, and covered retirees) 
were excluded from the sample population for three primary reasons:  such members 
are likely to also be eligible for and may be receiving Medicare benefits; confirmation of 
California residency for the covered retirees was problematic; and the small number of 
elderly employer plan members was believed to be too small to warrant the complexity 
of analysis inclusion would have entailed. 
 
Determination of the vision screening rates was based on analysis of paid claims for 
dates of service in 2000.  VSP denials for initial well vision exams are rare, and the 
claims database is considered to be over 99% complete for year 2000. The analysis 
focused on well vision exams only; medical vision exam codes, if covered through VSP, 
were excluded, as these exams are considered to represent disease management or 
symptom treatment rather than true screening.  Multiple exams to the same individual 
within a health plan were counted as a single exam, although if an individual received 
exams under multiple health plans these would be counted multiple times.  Due to 
concerns over data reliability, out-of-network exams were excluded from the analysis; 
however, these are estimated to represent less than 0.1% of the exams provided.  The 
total number of qualifying exams was obtained for the year, both overall and by 
individual plan.  These figures were then divided by the corresponding average monthly 
membership figures to provide estimates of the annual screening rates. 
 
The VSP administrative claims data are subject to several limitations.  First, although 
most vision screening recommendations suggest that adults receive biennial exams, 
due to the additional time and complexity that such an analysis would have entailed, we 
were only able to obtain VSP estimates for annual screening rates at this time.  
However, analyses looking at continuous enrollment and screening within larger 
timeframes are possible.  Second, because members are assigned new identification 
numbers if they switch plans, there is a possibility that some members are counted 
multiple times, which would skew screening rate downward.  
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California Employer Health Benefits Survey 
 
The California Employer Health Benefits Survey was conducted in 1999 by the Kaiser 
Family Foundation, the Health Research and Educationa l Trust, and the University of 
California, Berkeley, Center for Health and Public Policy Studies. This survey was 
based on a national employer survey conducted annually by the Kaiser Family 
Foundation and the Health Research and Educational Trust, which was previously 
conducted by KMPG Peat Marwick LLP.  The California Employer Health Benefits 
Survey was a random sample survey of employee benefit managers of private firms 
with three or more workers in California. The sample was drawn from the Dun and 
Bradstreet list of private employers with three or more workers. The number of 
interviews completed was 743, and the response rate was 50%. For data reporting 
purposes, firms were aggregated into a limited number of firm size and industry type 
categories. 
 
 
Physician Value Check Survey 
 
The Physician Value Check survey was conducted in 1996 and 1998 by the Pacific 
Business Group on Health.  This was a two-year longitudinal study designed to track the 
quality of care for a cohort of managed care patients enrolled in medical groups and 
IPAs, and several of the questions pertained to preventive services and counseling. 
Fifty-eight medical groups and IPAs participated in the survey; most were in California, 
although there were a few in Oregon and Washington as well.  The survey was 
conducted by mail, although telephone reminders were provided. Individuals aged 18-
70 years were included in the survey, with those aged 50-70 oversampled to improve 
tracking of changes in functional status.  For the 1996 survey, one thousand HMO plan 
members who had at least one physician visit in 1995 were randomly selected from 
each of the 58 groups, and approximately half of those returned surveys.  The 1998 
survey sample consisted of those who had completed surveys in 1996, as well as an 
additional 650 members, who had at least one physician visit in 1997, from within each 
physician group.  In total, over 74,000 surveys were mailed in the summer of 1998, with 
nearly 32,000 returned.  Non-respondents were provided with telephone reminders. 
 
Physician Value Check data used in this report are from the 1998 survey.  The sample 
was weighted for sex and age within each group.  The rates presented in this report are 
based on unpublished survey findings from the Pacific Business Group on Health.  
Results were calculated separately for Northern California and Southern California 
physician groups, and these rates, rather than overall state averages, are presented 
here.  These data are subject to several limitations.  First, only those able to read the 
mailed survey (or have it completed for them) would have been able to respond.  
Second, responses are self-reported, and not validated through medical record review.  
Third, because response rates are fairly low, there is a possibility of non-response bias.  
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Additional Data Tables 
 
 
Table C-1:  America’s Health - A Call to Action for People and 
Their Communities 
  

Rank out of 50 States 
California’s Overall Ranking 22 
 Lifestyle  
  Prevalence of Smoking 1 
  Motor Vehicle Deaths 7 
  Violent Crime 41 
  Heart Disease Risk 21 
  
 Access  
  Adequacy of Prenatal Care  18 
  Lack of Health Insurance 45 
  Unemployment 41 
  
 Disease  
  Heart Disease Deaths 20 
  Cancer Cases 4 
  Infectious Disease Cases 44 
  
 Deaths  
  Total Mortality 17 
  Infant Mortality 7 
  Premature Deaths 17 
  
Source:  United Health Foundation, State Health Rankings – 2001 Edition, 
September 2001. 
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Table C-2:   Tobacco Use Assessment and Counseling in California’s Managed 
Care Population, 1998-2000 

Recommended Service, and Specific Measures Reported Estimated 
Delivery Rate 

Range/ 
Confidence 

Interval 

HP 2010 
Targets 

Assess adults for tobacco use and provide tobacco cessation 
counseling    

 

 Smokers    

  

Smokers  and recent quitters aged 18 years and older who 
had seen a health practitioner in the year and who received 
advice to quit smoking during the year 

55%1 --2  

  

Smokers aged 18-64 years who reported that their 
physician had discussed smoking with them in the past 3 
years 

HMOs: 66%  
PPOs: 61%3 

HMOs: 60-72%  
PPOs: 50-73%3 

 

  

Healthy People 2010 Objective: Increase counseling on 
health behaviors among adult smokers aged 18 years and 
older with a physician visit in the past year 

  --4 

 Overall    

  

Adults aged 18-64 years who reported that their physician 
had discussed smoking with them in the past 3 years 

HMOs: 30% 
PPOs: 24%3 

HMOs: 28-32% 
PPOs: 20-28%3 

 

  

Adults aged 18-70 years in physician groups who reported 
that their doctor or other health professional had discussed 
smoking with them in the past 2 years 

20-21%5   

 Non-Smokers 
   

  

Never smokers aged 18-64 years who reported that their 
physician had discussed smoking with them in the past 3 
years 

HMOs: 19% 
PPOs: 16%3 

HMOs: 17-22% 
PPOs: 12-20%3 

 

 Insurance Benefits    

  

Covered workers aged 18-64 years in employer-sponsored 
HMOs with behavioral smoking cessation program as a 
covered benefit 

30%6   

    

Healthy People 2010 Objective: Increase insurance 
coverage of evidence-based treatment for nicotine 
dependency (in managed care organizations) 

    100% 

   
1California HEDIS 2001 data (for year 2000); as reported by CCHRI    
2Response rates insufficient to determine estimates for individual plans. 

3California BRFS 1999; based on analysis conducted by Health Insurance Policy Program, UC Berkeley in September-October 2001. Ranges, if 
presented, reflect 95% confidence intervals on estimates. 

4This is a Healthy People 2010 objective, although baseline and target data have not yet been established.  

5PBGH Physician Value Check Survey, 1998. Range reflects independent rates for Northern and Southern California.  

6Kaiser/HRET/UC Berkeley California Employer Health Benefits Survey, 1999; as reported in Schauffler HH and Brown ER, The State of Health 
Insurance in California, 1999.  

 



UNEDITED DRAFT – Center for Health Improvement – 12/19/01 
DO NOT CIRCULATE 

 106

 
Table C-3:  Colorectal Cancer Screening in California’s Managed Care Population, 
1998-1999 

Recommended Service, and Specific Measures Reported Estimated 
Delivery Rate 

Range/ 
Confidence 

Interval 

HP 2010 
Targets 

Screen for colorectal cancer (FOBT and/or sigmoidoscopy) 
among all persons age 50 and over.    

 

 1 year and 5 years    

  

Adults age 50 years and older who received a fecal occult 
blood test (FOBT) within the past year and/or a 
sigmoidoscopy/colonoscopy within the past five years 

HMOs: 45%  
PPOs: 39%1 

HMOs: 39-51%  
PPOs: 30-48%1 

 

  

Adult members of medical groups/IPAs, age 50 years and 
older, who received a fecal occult blood test (FOBT) within 
the past year and/or a sigmoidoscopy/colonoscopy within 
the past five years 

No. CA: 65%      
So. CA: 65%2 

No. CA: 63-67%      
So. CA: 63-66%2 

 

 2 years and Ever    

  

Healthy People 2010 Objective: Increase the proportion of 
adults who receive a colorectal cancer screening 
examination:  

   

  

(a) Adults aged 50 years and older who have received a 
fecal occult blood test (FOBT) within the preceding two 
years 

  50% 

    

(b) Adults aged 50 years and older who have ever received 
a sigmoidoscopy 

    50% 

   
1California BRFS 1999; as reported in Schauffler,H and McMenamin, S.  Assessing PPO Performance on Prevention and Population Health.  
Medical Care Research and Review , 2001; 58(s1):113-137.  Ranges, if presented, reflect 95% confidence intervals on estimates. 

2PBGH Physician Value Check Survey, 1998. Range reflects independent rates for Northern and Southern California.  

 
 
 
 
Table C-4:   Vision Screening Among Older Adults in California’s Managed Care 
Population, 2000 

Recommended Service, and Specific Measures Reported Estimated 
Delivery Rate 

Range/ 
Confidence 

Interval 

HP 2010 
Targets 

Screen for vision impairment among adults aged 65 and over 
  

 

    

VSP Medicare managed care members aged 65+ who 
received a well vision exam in the year 2000 

36%1 28-42%2 --3 

   
1VSP Administrative Claims Data for 2000; unpublished analysis conducted September-October 2001 

2Range represents variation in results for individual plans. 
3No target specific to this age group 
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Table C-5:   Chlamydia Screening in California’s Managed Care Population, 1999-
2000 

Recommended Service, and Specific Measures Reported Estimated 
Delivery Rate 

Range/ 
Confidence 

Interval 

HP 2010 
Targets 

Screen for chlamydia among women aged 15 to 24 years  
  

 

 Age 20 and under    

  

Sexually active women aged 16-20 who received at 
least one test for chlamydia during the year 

19%1   

    

Women aged 18-19 years old who received a chlamydia 
test in the past 12 months  

53%2 --2   

 Over age 20    

  

Sexually active women aged 21-26 who received at 
least one test for chlamydia during the year 

16%1   

    

Women aged 20-24 years old (and reporting a new 
male sexual partner in the past 12 months) who 
received a chlamydia test in the past 12 months 

43%2 --2   

 Overall    

    

Healthy People 2010 Objective: Increase the proportion of 
sexually active females aged 25 years and under who are 
screened annually for genital chlamydia infections  

    --3 

   
1California HEDIS 2001 data (for year 2000); as reported by CCHRI  
2California Women’s Health Survey 2000; unpublished preliminary data from California Department of Health Services, Sexually Transmitted 
Disease Control Branch. Confidence intervals were not obtained for preliminary data.  

3This is a Healthy People 2010 objective, although baseline and target data have not yet been established.  
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Table C-6:  Problem Drinking Assessment and Counseling in California’s Managed 
Care Population, 1998-2000 

Recommended Service, and Specific Measures Reported Estimated 
Delivery Rate 

Range/ 
Confidence 

Interval 

HP 2010 
Targets 

Screen for problem drinking among adults and provide brief 
counseling    

 

 At risk for alcohol abuse    

  

Adults aged 18-64 years at risk for alcohol abuse who 
reported that their physician had discussed alcohol 
with them in the past 3 years 

HMOs: 27%  
PPOs: 34%1 

HMOs: 21-32%  
PPOs: 24-44%1 

 

    

Healthy People 2010 Objective: Increase the 
proportion of persons appropriately counseled about 
health behaviors: reduced alcohol consumption 
(adults aged 18 years and older with excessive 
alcohol consumption) 

    --2 

 Overall    

  

Adults aged 18-64 years who reported that their 
physician had discussed alcohol with them in the past 
3 years 

HMOs: 21% 
PPOs: 18%3 

  

    

Adult members of medical groups/IPAs, aged 18-70 
years, who reported that their doctor or other health 
professional had discussed alcohol/substance abuse 
with them in the past 2 years 

No. CA: 10%      
So. CA: 8%4 

No. CA: 9-11%      
So. CA: 7-9%4 

  

   
1California BRFS 1999; based on analysis conducted by the Center for Health and Public Policy Studies, UC Berkeley in September-October 
2001. Ranges, if presented, reflect 95% confidence intervals on estimates.  

2This is a Healthy People 2010 objective, although baseline and target data have not yet been established.  

3California BRFS 1999; as reported in Schauffler HH and Brown ER, The State of Health Insurance in California, 1999 

4PBGH Physician Value Check Survey, 1998. Range reflects independent rates for Northern and Southern California.  

 



UNEDITED DRAFT – Center for Health Improvement – 12/19/01 
DO NOT CIRCULATE 

 109

 
LIST OF TABLES AND CHARTS 
 
 
 Page 
Table 1:  High-Yield Preventive Services with Low Delivery Rates in California’s 

Managed Care Population, 1998-2000………………………………………….. 15 

Table 2:  2001 State Health Rankings:  California Places 22nd……………………… 22 

Table 3:  National Priorities Among Recommended Clinical Preventive 
Services…………………………………………………………………………….. 23 

Table 4:  Summary of Estimated Delivery Rates for Fourteen High-Yield 
Preventive Services in California’s Managed Care Population, 1998-
2000…………………………………………………………………………………. 

27 

Table 5:  High-Yield Preventive Services with Low Delivery Rates in California’s 
Managed Care Population, 1998-2000………………………………………….. 30 

Table 6:  Tobacco Assessment and Counseling Delivery Rates in California’s 
Managed Care Population, 1999-2000…………………………………………... 31 

Table 7:  Colorectal Cancer Screening Delivery Rates in California’s Managed 
Care Population, 1998-1999……………..……………………………………….. 

36 

Table 8:  Screening for Visual Impairment in Older Adults – Delivery Rates in 
California’s Managed Care Population, 2000 .………………………………….. 

41 

Table 9:  Screening for Chlamydia Among Women – Delivery Rates in California’s 
Managed Care Population - 1999-2000 …..…………………………………….. 45 

Table 10:  Screening/Counseling for Problem Drinking Among Adults – Delivery 
Rates in California’s Managed Care Population, 1998-
2000…………………………………………………………………………………. 

49 

Figure 1:  What Causes Premature Deaths in the United States……………………. 55 

Table A-1:  Coverage of Smoking Cessation Benefits in Best-Selling HMO Group 
Products (50+ Members), California, 1998……………………………………… 

65 

Table B-1:  Childhood Immunization Data Overview……….…………………………. 81 

Table C-1:  America’s Health – A Call to Action for People and Their 
Communities………………………………………………………………………… 104 

Table C-2:  Tobacco Use Assessment and Counseling in California’s Managed 
Care Population, 1998-2000……………………………………………………… 

105 

Table C-3:  Colorectal Cancer Screening in California’s Managed Care Population, 
2000…………………………………………………………………………………. 

106 

Table C-4:  Vision Screening Among Older Adults in California’s Managed Care 
Population, 2000…………………………………………………………………… 106 



UNEDITED DRAFT – Center for Health Improvement – 12/19/01 
DO NOT CIRCULATE 

 110

 Page 
Table C-5:  Chlamydia Screening in California’s Managed Care Population, 1999-

2000…………………………………………………………………………………. 107 

Table C-6:  Problem Drinking Assessment and Counseling in California’s 
Managed Care Population, 1998-2000………………………………………….. 108 

 



UNEDITED DRAFT – Center for Health Improvement – 12/19/01 
DO NOT CIRCULATE 

 111

 
REFERENCES: 
                                                 
1 Coffield AB, Maciosek MV, McGinnis JM, Harris JR, Baldwell MB, Teutsch SM, Atkins D, Richland JH, 
and Haddix A.  Priorities among recommended clinical preventive services.  American Journal of 
Preventive Medicine.  2001.  21(1):1-9. 
 
2 McGinnis JM and Foege WH.  Actual causes of death in the United States.  Journal of the American 
Medical Association.  1993.  270:2207-12. 
 
3 Fries JF, Koop CE, Beadle CE, Cooper, PP, England MI, Greaves RF, Sokolov JJ, and Wright D.  
Reducing health care costs by reducing the need and demand for medical services.  The Health Project 
Consortium.  New England Journal of Medicine. 1993. 329:321-25. 
 
4 UnitedHealth Foundation.  America’s Health:  UnitedHealth Foundation State Health Rankings.  A Call 
to Action for People and Their Communities.  UnitedHealth Foundation, October 2001.  Available online 
at:  http://www.unitedhealthfoundation.org/rankings2001/findings.html 
 
5 National Center for Health Statistics.  Office Visits to Physicians.  2000.  U.S. Department of Health and 
Human Services.  Available online at:  http://www.cdc.gov/nchs/fastats/docvisit.htm 
 
6 Op. Cit., Coffield, pp. 1-9. 
 
7 U.S. Preventive Services Task Force.  Guide to Clinical Preventive Services .  2nd ed.  Alexandria, VA:  
International Medical Publishing, Inc.  1996. 
 
8 Maciosek MV, Coffield AB, McGinnis JM et al.  Methods for priority setting among clinical preventive 
services.  American Journal of Preventive Medicine, 2001; 21(1):10-19. 
 
9 Partnership for Prevention.  What Policymakers Need to Know About Cost Effectiveness.  Washington 
DC:  Partnership for Prevention.  2001. 
 
10 University of California, Berkeley.  Analysis of March, 1999 Current Population Survey (CPS). 
 
11 Ibid. 
 
12 The Henry J. Kaiser Family Foundation.  Health Care Trends and Indicators in California and the 
United States.  A Chartbook From the Kaiser Family Foundation.  Menlo Park, CA:  Kaiser Family 
Foundation.  June 2000, p 1.  
 
13 United States Bureau of the Census.  California estimates from the 2000 Census.  Reported in 
Fletcher E. Despite law, language still a barrier.  The Sacramento Bee, October 15, 2001, pp. A2, A4. 
 
14 Op. Cit., Coffield, pp. 1-9. 
 
15 Op. Cit., Guide to Clinical Preventive Services. 
 
16 Op. Cit., Coffield, pp. 5-6. 
 
17 Op. Cit., Guide to Clinical Preventive Services. pp. 597-610. 
 



UNEDITED DRAFT – Center for Health Improvement – 12/19/01 
DO NOT CIRCULATE 

 112

                                                                                                                                                             
18 Schauffler HH and MacMenamin S. California Behavioral Risk Factor Surveillance 1999 Data (based 
on analysis conducted by the Health Insurance Policy Program, UC Berkeley, September-October, 2001). 
 
19 California HEDIS Data, as reported by CCHRI for the year 2000. 
 
20 Op. Cit., California Behavioral Risk Factor Surveillance 1999 Data. 
 
21 Kaiser/HRET/UC Berkeley.  California Employer Health Benefits Survey, 1999.  (Reported in 
Schauffler HH and Brown ER.  The State of Health Insurance in California, 1999.)   
 
22 U.S. Task Force on Community Preventive Services.  Tobacco Use Prevention and Control.  American 
Journal of Preventive Medicine, 2001; 20(IS): 1-88. 
 
23 U.S. Department of Health and Human Services.  Healthy People 2010, 2nd ed.  Understanding and 
Improving Health and Objectives for Improving Health.  2 vols.  Washington DC:  U.S. Government 
Printing Office.  November 2000, p. 23-27. 
 
24 McPhillips-Tangrum C.  Results from the first annual survey addressing tobacco in managed care.  
Tobacco Control, 1998; 7:S11-13. 
 
25 Op. Cit., Healthy People 2010, Chapter 27, pp. 27-10 to 27-11. 
 
26 Centers for Disease Control and Prevention.  State-specific prevalence of cigarette smoking – United 
States, 1995. Morbidity and Mortality Weekly Report. 1996;45(44):962-70. 
 
27 Op. Cit., California Employer Health Benefits Survey, p. 61. 
 
28 Schauffler HH and McMenamin S.  Smoking, Work and Health:  Increasing Access to Effective 
Smoking Cessation Treatments.  Policy Alert.  Health Insurance Policy Program.  Berkeley, CA:  
University of California, Berkeley, Center for Health and Public Policy Studies.  April, 2000; p. 1. 
 
29 Schauffler and McMenamin.  UC Berkeley, Survey of California Health Plans, 1999. 
 
30 Fiore MC, Bailey WC, Cohen SJ, et al.  Treating Tobacco Use and Dependence.  Clinical Practice 
Guideline.  Rockville, MD:  U.S. Public Health Service.  June 2000. 
 
31 CCHRI Health Plan Employer Data and Information Set Survey.  Unpublished Data.  Reported in:  
Harris JR, Schauffler HH, Milstein A, Powers P, Hopkins DP.  Expanding health insurance coverage for 
smoking cessation treatments:  Experience of the Pacific Business Group on Health.  American Journal of 
Health Promotion. 2001, 15(5):350-356. 
 
32 California Adult Tobacco Survey.  Unpublished Data.  Reported in: Harris JR, Schauffler HH, Milstein 
A, Powers P, Hopkins DP.  Expanding health insurance coverage for smoking cessation treatments: 
Experience of the Pacific Business Group on Health.  American Journal of Health Promotion.  2001, 
15(5):350-356. 
 
33 Stange KC et al. How Valid are Medical Records and Patient Questionnaires for Physician Profiling 
and Health Services Research? A Comparison with Direct Observation of Patient Visits. Medical Care, 
1998; 36(6): 851-867. 
 
34 Op. Cit.,  Guide to Clinical Preventive Services, pp. 89-104. 



UNEDITED DRAFT – Center for Health Improvement – 12/19/01 
DO NOT CIRCULATE 

 113

                                                                                                                                                             
 
35 Schauffler, HH and McMenamin S.  Analysis of 1999 California Behavioral Risk Factor Survey, 
October, 2001. 
 
36 Centers for Disease Control and Prevention.  Behavioral Risk Factor Surveillance System, Prevalence 
Data, California, 1999, Colorectal Screening.  National Center for Chronic Disease Prevention and Health 
Promotion.  Available online at:  http://www.cdc.gov/nccdphp.brfss/ 
 
37 Op. Cit., Analysis of 1999 California Behavioral Risk Factor Survey. 
 
38 Op. Cit., Healthy People 2010, pp. 3-14 to 3-15. 
 
39 Kwong SL, Perkins CL, Morris CR, Cohen R, Allen M, Schlag R, and Wright WE. Cancer in California, 
1988-1998.  Sacramento, CA.  California Department of Health Services, Cancer Surveillance Section, 
December 2000, pp. 126-7. 
 
40 Op. Cit., Guide to Clinical Preventive Services, p. 96. 
 
41 Elwood TW, Erikson A, Lieberman S.  Comparative educational approaches to screening for colorectal 
cancer.  American Journal of Public Health 1978; 68:135-8. 
 
42 Winchester DP, Shull JH, Scanlon EF.  A mass screening program for colorectal cancer using 
chemical testing of occult blood in the stool.  Cancer 1980;45:2955-58. 
 
43 Ahlquist DA.  Occult blood screening:  Obstacles to effectiveness.  Cancer 1992; 70:1259-65. 
 
44 Holt WS.  Factors affecting compliance with screening sigmoidoscopy.  Journal of Family Practice 
1991; 32:585-89. 
 
45 Launoy G, Veret JL, Richir B.   Involvement of general practitioners in mass screening:  Experience of 
a colorectal cancer mass screening programme in the Calvados region (France).  European Journal of 
Cancer Prevention 1993; 2:229-32. 
 
46 Petravage J, and Swedberg J.  Patient response to sigmoidoscopy recommendations via mailed 
reminders.  Journal of Family Practice 1988; 27:387-389. 
 
47 Op. Cit., Guide to Clinical Preventive Services, pp. 96-97. 
 
48 Sonnenbert A, Delco F, and Inadomi JM.  Cost-effectiveness of colonoscopy in screening for colorectal 
cancer.  Annals of Internal Medicine. 2000; 133:573-84. 
 
49 Ibid. 
 
50 Eddy DM.  Screening for colorectal cancer.  Annals of Internal Medicine. 1990;113:373-84. 
 
51 Wagner JL, Herdman RC, and Wadhwa S.  Cost effectiveness of colorectal cancer screening in the 
elderly.  Annals of Internal Medicine. 1991;115:807-17. 
 
52 Lieberman DA.  Cost effectiveness model for colon cancer screening.  Gastroenterology. 
1995;109:1781-90. 
 



UNEDITED DRAFT – Center for Health Improvement – 12/19/01 
DO NOT CIRCULATE 

 114

                                                                                                                                                             
53 Eddy DM, Nugent FW, Eddy JF, Coller J, Gilbertsen VV, Gottlieg LS et al.  Screening for colorectal 
cancer in a high-risk population.  Results of a mathematical model.  Gastroenterology.  1987;92:682-92. 
 
54 Wagner JL, Tunis S, Brown M, Ching A, and Almeida R.  Cost effectiveness of colorectal cancer 
screening in average risk adults.  In:  Young GP, Rozen P, Levin B. eds.  Prevention and Early Detection 
of Colorectal Cancer.  London: Saunders. 1996, pp. 321-56. 
 
55 Winawer SJ, Fletcher RH, Miller L, Godlee F, Stolar MH, Mulrow CD et al.  Colorectal cancer 
screening:  Clinical guidelines and rationale.  Gastroenterology. 1997; 112:594-642. 
 
56 Op. Cit., Sonnenbert, p. 579. 
 
57 Op. Cit., Sonnenbert, p. 581. 
 
58 Leiberman DA, Weiss DG, Bond JH, et al.  Use of colonoscopy to screen asymptomatic adults for 
colorectal cancer.  New England Journal of Medicine, 2000; 343(3):162-68. 
 
59 Op. Cit., Stange, pp. 851-867. 
 
60 Cooper GS, Goodwin MA, Stange KC.  The Delivery of Preventive Services for Patient Symptoms. 
American Journal of Preventive Medicine.  2001;21(3).   
 
63 Op. Cit., Guide to Clinical Preventive Services, pp. 378-379. 
 
64 Vision Service Plan of California.  Unpublished administrative claims data, 2000. 
 
65 Op. Cit., Healthy People 2010., pp. 28-12 and 12-13. 
 
66 Desai M, Pratt LA, Lentzner H, and Robinson KN. Trends in vision and health among older Americans. 
Aging Trends, No. 2, Atlanta: GA: Centers for Disease Control and Prevention, National Center for Health 
Statistics. March 2001, p. 1.  Data cited from the 1994 National Health Interview Survey Supplement on 
Disability; the 1995 Second Supplement on Aging; the 1997 National Health Interview Survey; the 
National Health and Nutrition Examination Survey III; and the 1998 National Ambulatory Medical Care 
Survey. 
 
67 Op. Cit., Guide to Clinical Preventive Services, p. 279. 
 
68 Op. Cit., Coffield, pp. 1-9. 
 
69 Coalition for Chlamydia Control in California.  Challenges and Opportunities:  Action Agenda for 
Chlamydia Prevention and Control in California.  A Five -Year Plan.  San Francisco, CA:  The California 
HealthCare Foundation.  January 1999, pp. 21, 22, 32. 
 
70 U.S. Preventive Services Task Force.  Guide to Clinical Preventive Services.  Report of the U.S. 
Preventive Services Task Force.   Second edition.  Alexandria, VA:  International Medical Publishing, Inc.  
1996, pp. 325; 331-332. 
 
71 Agency for Healthcare Research and Quality.  U.S. Preventive Services Task Force calls for 
chlamydia, lipid screening among first four recommendations.  Press release, April 17, 2001.  Available 
online at: http://www.ahrq.gov/news/press/pr2001/lipidpr.htm 
 



UNEDITED DRAFT – Center for Health Improvement – 12/19/01 
DO NOT CIRCULATE 

 115

                                                                                                                                                             
72 Op. Cit., Healthy People 2010, pp.25-1; 25-30; and 25-31. 
 
73 Op. Cit., Challenges and Opportunities:  Action Agenda for Chlamydia Prevention and Control in 
California, p. 13. 
 
74 Ibid., p. 15. 
 
75 Ibid., p. 1. 
 
76 Ibid., p. 16. 
 
77 Ibid., p. 20. 
 
78 Senate Bill 646 (Ortiz, Chapter 835, Statutes of 1999 amended Sections 2242 and 3502.1 of the 
Business and Professions Code, and Section 120500 of the Health and Safety Code.  Bill also added 
Section 120852 to the Health and Safety Code.) 
 
79 Op. Cit., Challenges and Opportunities:  Action Agenda for Chlamydia Prevention and Control in 
California, pp. 21-22; p. 32. 
 
80 Personal communication from David Hopkins, CCHRI, September 28, 2001. 
 
81 National Institute on Alcohol Abuse and Alcoholism.  Alcohol and Health:  Eighth Special Report to the 
U.S. Congress from the Secretary of Health and Human Services.  Rockville, MD:  U.S. Department of 
Health and Human Services, National Institutes of Health, 1993.  NIH Pub. No. 94-3699. 
 
82 Op. Cit., Healthy People 2010, pp. 1-17. 
 
83 Taira DA, Safran DG, Seto DB, et al.  The relationship between patient income and physician 
discussion of health risk behaviors.  Journal of the American Medical Association, 1997; 278:1312-17. 
 
84 Center for the Advancement of Health.  Integration of Health Behavior Counseling into Routine Medical 
Care.  2001.   Washington DC:  Center for the Advancement of Health, p. 11. 
 
85 Op. Cit., Guide to Clinical Preventive Services, pp. 567-582. 
 
86 Op. Cit., California Behavioral Risk Factor Surveillance, 1999. 
 
87 Ibid. 
 
88 California Physician Survey, 1998.  Pacific Business Group on Health. 
 
89 Op. Cit., Healthy People 2010, pp. 26-13 to 26-15; 26-29 to 26-33. 
 
90 Ibid., pp. 26-18 to 26-19. 
 
91 Li G, Keyl PM, Rothman R et al.  Epidemiology of alcohol-related emergency department visits.  
Academic Emergency Medicine.  1998; 5(8):788-95. 
 
92 Op. Cit., Healthy People 2010, pp. 1-15 to 1-16. 



UNEDITED DRAFT – Center for Health Improvement – 12/19/01 
DO NOT CIRCULATE 

 116

                                                                                                                                                             
 
93 Ibid., pp. 26-44 to 26-45. 
 
94 Dawson DA, Grant BF, Chou SP et al.  Subgroup variation in U.S. drinking patterns.  Results from the 
1992 National Longitudinal Alcohol Epidemiologic Study.  Journal of Substance Abuse, 1995; 7:331-44. 
 
95 Grant BF, Hartford TC, Chou P et al.  Epidemiologic Bulletin No. 27:  Prevalence of DSM-III-R alcohol 
abuse and dependence:  United States, 1988.  Alcohol Health and Research World. 1991; 15:91-6. 
 
96 Helzer, JE, Hurnan A, McEvoy LT.  Alcohol abuse and dependence.  In:  Robins LN, Regier DA, eds.  
Psychiatric Disorders in America:  The Epidemiologic Catchment Area Study.  New York:  Free Press, 
1991:81-115. 
 
97 Grant, BF, Hartford TC, Dawson D, et al.  Prevalence of DSM-IV alcohol abuse and dependence:  
United States, 1992.  Alcohol Health and Research World.  1994; 18-243-48. 
 
98 Kessler RC, McGonagle KA, Shao S et al.  Lifetime and 12-month prevalence of DSM-IIII-R psychiatric 
disorders in the United States:  Results from the National Comorbidity Survey.  Archives of General 
Psychiatry.  1994; 51:8-19. 
 
99 Bradley KA.  The primary care provider’s role in the prevention and management of alcohol problems.  
Alcohol Health and Research World 1994; 18:97-104. 
 
100 Goodwin MM, Bruce C, Zahniser SC et al.  Behavioral risk factors before and during pregnancy.  In 
Wilcom LS, Marks JS, eds.  From Data to Action:  CDC’s Public Health Surveillance for Women, Infants 
and Children.  Washington DC:  Department of Health and Human Services, 1994, pp. 93-104. 
 
101 Nidus Information Services, Inc.  Well-connected Report:  Alcoholism.  December 1998.  Available 
online at:  http://my.webmd.com/content/article/1680.50301 
 
102 Op. Cit., Guide to Clinical Preventive Services, Chapters 52 and 54. 
 
103 Fiore MC, Bailey WC, Cohen SJ et al.  Smoking Cessation Clinical Practice Guideline No. 18.  
AHCPR Pub. No. 96-0692.  Rockville, MD:  Department of Health and Human Services, 1996. 
 
104 Ewing A.  Detecting alcoholism:  The CAGE questionnaire.  Journal of the American Medical 
Association. 1984; 252:1905-07. 
 
105 Saunders JB, Aasland OG, Babor TF et al.  Development of the Alcohol Use Disorders Identification 
Test (AUDIT):  WHO Collaborative project on early detection of persons with harmful alcohol consumption 
–II.  Addiction 1993; 88:791-804. 
 
106 Op. Cit., Guide to Clinical Preventive Services, p. 576. 
 
107 Center for the Advancement of Health.  Selected Evidence for Behavioral Risk Reduction in Clinical 
Settings:  Alcohol and Other Drug Misuse. 2001.  Washington DC, CAH, p.10. 
 
108 Ibid. 
 
109 Ibid. 
 



UNEDITED DRAFT – Center for Health Improvement – 12/19/01 
DO NOT CIRCULATE 

 117

                                                                                                                                                             
111 The Interstudy Competitive Edge 10.2, Part II:  HMO Industry Report, October, 2000.  Reported by 
The Henry J. Kaiser Family Foundation.  State Health Facts Online. Available online at 
http://www.statehealthfacts.kff.org/   Note that the industry report (#129 below) reports overall managed 
care enrollment at 18.3 million (52.5 percent of the population) as of March 2001.   Estimates from the 
California Association of Health Plans (#130 below) place managed care enrollment higher – at 22.9 
million. 
 
112 Ibid. 
 
113 Cattaneo & Stroud, Inc.  2001 Statewide HMO & Special Program Enrollment Study, Revised July 14, 
2001.  Available online at:  http://www.cattaneostroud.com/2001HMO_Study/default.htm 
 
114 California Association of Health Plans.  2000 Profile and Annual Report.  Sacramento, CA:  CAHP.  
2001, p. 15.  See also:  Schneider JE.  California Trends in Managed Care Enrollment.  Sacramento, CA:  
California Association of Health Plans, April 2000, p. 15. 
 
115 Ibid. 
 
116 Ibid.  
 
117 Ibid.  
 
118 Op. Cit., Kaiser Family Foundation,  Health Care Trends and Indicators in California and the United 
States, pp. 3; 62. 
 
119 Op. Cit., California Association of Health Plans 2000 Annual Report, p. 15. 
 
120 Thompson R, Taplin S, McAfee T, Mandelson M, and Smith A.  Primary and secondary prevention 
services in clinical practice.  Journal of the American Medical Association, 1995; 273:1130-5.  
 
121 Kerr DL and Davis RM.  The Guide to Community Preventive Services :  Managed Care/Clinical 
Practice Commentary.  American Journal of Preventive Medicine.  2000; 18(1S): 5-6. 
 
122 Schauffler HH, and Brown ER.  The State of Health Insurance in California, 1999.  Berkeley, CA:  The 
Regents of the University of California, 2000, p. 90. 
 
123 Op. Cit., McGinnis, pp. 22-7 to 22-12. 
 
124 California Center for Health Improvement, Living Well:  Californians Consider Policies that Foster 
Better Health.  Sacramento, CA:  CCHI, 1995. 
 
125 Centers for Disease Control and Prevention.  Ten great public health achievements – United States, 
1900-1999.  Morbidity and Mortality Weekly Report 1999; 48(12):241-43. 
 
126 The Henry J. Kaiser Family Foundation and Harvard School of Public Health, Program on the Public 
and Health Policy.  Nearly half of consumers report problems with their health plans with consequences 
ranging from none to serious.  Press Release, August 30, 2001. 
 
127 The Henry J. Kaiser Family Foundation.  The public, managed care, and consumer protections.  
Kaiser Public Opinion Update.  August 2001, p. 1. 
 



UNEDITED DRAFT – Center for Health Improvement – 12/19/01 
DO NOT CIRCULATE 

 118

                                                                                                                                                             
128 Harris Interactive, Inc.  Building National Support for Health Promotion and Disease Prevention.  A 
Project Conducted for Research! America.  New York:  Harris Interactive.  2001, pp. 3-29.   
 
129 California Center for Health Improvement.  Leading well:  Californians’ Beliefs about Health Survey:  
Key Findings and Policy Options.  Sacramento, CA:  CCHI. 2001, pp. 3-4. 
 
130 Ibid. 
 
131 California Healthcare Foundation.  Consumers and Health Care Quality Information:  Need, 
Availability and Utility.  San Francisco, CA:  CHCF.  October, 2001.  Available online at:  
http://admin.chcf.org/documents/quality/ConsumersAndHealthCareQualityInformation.pdf 
 
132 California Center for Health Improvement.  Spending for Health:  Californians Speak Out about 
Priorities for Health Spending.  Sacramento, CA: CHI.  1997, pp. 23-25. 
 
133 Ibid. 
 
134 Ibid. 
 
135 Amenokar MM, Madhavan S, Rosenbluth SA, and Simon KJ.  Barriers and Facilitators to providing 
common preventive screening services in managed care settings.  Journal of Community Health 1999; 
24(1): 229-47. 
 
136 Op. Cit., Cooper, pp. 177-81. 
 
137 Ibid. 
 
138 Lawrence RS.  Opportunism in clinical preventive medicine. American Journal of Preventive Medicine.  
2001; 21(3): 241. 
 
139 Centers for Disease Control and Prevention.  State-specific prevalence of cigarette smoking, United 
States, 1995.  Morbidity and Mortality Weekly Report.  1996; 45(44):962-965. 
 
140 U.S. Department of Health and Human Services.  Reducing Tobacco Use:  a Report of the Surgeon 
General—Executive Summary.  Atlanta, GA:  USDHHS.  Centers for Disease Control and Prevention, 
National Center for Chronic Disease Prevention and Health Promotion, Office of Smoking and Health.  
2000; p. 19. 
 
141 Ibid. 
 
142 Ibid. 
 
143 Op. Cit., Schauffler & Brown, pp. 93-95. 
 
144 Ibid. 
 
145 Op. Cit., Stange, pp. 851-867. 
 
146 Op. Cit., Schauffler & Brown, pp. 93-95. 
 



UNEDITED DRAFT – Center for Health Improvement – 12/19/01 
DO NOT CIRCULATE 

 119

                                                                                                                                                             
147 Pickett KE, Abrams B, Schauffler HH, Savage J, Brandt P, Kalkbrenner A, and Chapman SA.  
Coverage of tobacco dependence treatments for pregnant smokers in health maintenance organizations.  
2001.  American Journal of Public Health.  91(9):1393-1395. 
 
148 Ibid. 
 
149 Ibid. 
 
150 U.S. Department of Health and Human Services.  Clinical Practice Guideline.  No. 18.  HHS Pub. No. 
(AHCPR) 96-0692.  Washington DC:  Agency for Health Care Policy and Research.  1996. 
 
151 Op. Cit., Fiore. 
 
152 CCHRI Health Plan Employer Data and Information Set Survey.  Unpublished Data.  Reported in:  
Harris JR, Schauffler HH, Milstein A, Powers P, Hopkins DP.  Expanding health insurance coverage for 
smoking cessation treatments:  Experience of the Pacific Business Group on Health.  American Journal of 
Health Promotion. 2001, 15(5):350-356. 
 
153 California Adult Tobacco Survey.  Unpublished Data.  Reported in: Harris JR, Schauffler HH, Milstein 
A, Powers P, Hopkins DP.  Expanding health insurance coverage for smoking cessation treatments: 
Experience of the Pacific Business Group on Health.  American Journal of Health Promotion.  2001, 
15(5):350-356. 
 
154 Op. Cit., Fiore. 
 
155 Ibid. 
 
156 Op.Cit., Picket, pp. 1393-1395. 
 
157 Op. Cit., Healthy People 2010, pp. 27-1 to 27-23. 
 
158 Ibid. 
 
159 Harris JR, Schauffler HH, Milstein A, Powers P, Hopkins DP.  Expanding health insurance coverage 
for smoking cessation treatments: Experience of the Pacific Business Group on Health.  American 
Journal of Health Promotion. 2001, 15(5):350-356. 
 
160 Perkins CI, Kwong SL, Morris CR, Cohen R, Allen M, Schlag R, and Wright WE.  Cancer in California 
2001.  Sacramento, CA:  California Department of Health Services, Cancer Surveillance Section.  
December, 2000, pp. 6; 16. 
 
161 Ibid. 
 
162 Ibid. 
 
163 Ibid., pp. 6-7. 
 
164 Ibid., p. 9. 
 
165 Ibid., p. 11. 
 



UNEDITED DRAFT – Center for Health Improvement – 12/19/01 
DO NOT CIRCULATE 

 120

                                                                                                                                                             
166 Malin JL, Kahn K, Dulai G, Farmer MM, Rideout J, Simon LP, and Ganz PA.  Organizational systems 
used by California capitated medical groups and independent practice associations to increase cancer 
screening.  Cancer 2000; 88(12)2824-31. 
 
167 Ibid. 
 
168 Ibid. 
 
169 Rathore SF, McGreevey JD, Schulman KA, and Atkins D.  Mandated coverage for cancer screening 
services:  Whose guidelines do states follow?  American Journal of Preventive Medicine. 2000;19(2):71-
8). 
 
170 National Cancer Institute.  State Cancer Legislative Database.  Available online at: http://www.scld-
nci.net/SCLDSrch.cfm    
 
171 Cancer Research Foundation of America.  Medicare offers broader colonoscopy coverage. 
Prevention News .  July 16, 2001. Available online at: 
http://www.preventcancer.org/newsdetail.cfm?ArticleID=852   
 
172 American Cancer Society.  Guidelines for the cancer-related checkup:  An update.  Atlanta CA:  ACS, 
1993. 
 
173 Fleischer DE, Goldberg SB, Browning TH.  Detection and surveillance of colorectal cancer.  Journal of 
the American Medical Association.  1989; 261:580-85. 
 
174 Ferucci JT.  Screening for colon cancer:  Programs of the American College of Radiology.  American 
Journal of Radiology. 1993; 160:999-1003.  
 
175 Canadian Task Force on the Periodic Health Examination.  Canadian Guide to Clinical Preventive 
Health Care.  Ottowa, Canada:  Canada Communication Group, 1994:797-809. 
 
176 Agency for Health Care Policy and Research (AHCPR) Expert Panel.  Colorectal cancer screening:  
clinical guidelines and rationale.  Gastroenterology. 1996; 112:594-642. 
 
177 National Center for Health Statistics.  Prevalence of Selected Chronic Conditions, United States, 
1979-81.  Vital and Health Statistics, Series 10, No. 155.  Washington DC:  U.S. Government Printing 
Office, 1986. DHHS Pub. No. (PHS) 86-1583. 
 
178 Nelson KA.  Visual impairment among elderly Americans:  Statistics in transition.  Journal of Vision 
Impairment and Blindness.  1087;81:331-34. 
 
179 Stultz BM.  Preventive health care for the elderly.  Western Journal of Medicine. 1984; 141:832-45. 
 
180 National Center for Health Statistics.  Refraction status and motility defects of persons 4-74 years, 
United States, 1971-72.  Vital and Health Statistics, Series 11, No. 206.  Washington DC:  National 
Center for Health Statistics.  1978: 89-93. Pub. No. DHEW (PHS) 78-1654. 
 
181 National Center for Health Statistics.  Aging in the eighties, impaired senses for sound and light in 
persons aged 65 and over.  Advance data from Vital and Health Statistics.  No. 25.  Hyattsville, MD:  
National Center for Health Statistics.  1986:4-5. DHHS Pub. No. (PHS) 86-1250. 
 



UNEDITED DRAFT – Center for Health Improvement – 12/19/01 
DO NOT CIRCULATE 

 121

                                                                                                                                                             
182 Op. Cit., Desai, p. 2. 
 
183 LaPlante MP.  Disability risks of chronic illnesses and impairments.  Disability Statistics Report 1989; 
2:1-39. 
 
184 Salive ME, Guralik JM, Glynn RJ, Christen W, Wallace RB, and Ostfeld AM.  Association of visual 
impairment with mobility and physical function.  Journal of American Geriatrics Society 1994; 42:287-92. 
 
185 Op. Cit., Desai, p. 3. 
 
186 Ibid., p. 4. 
 
187 Op. Cit., Challenges and Opportunities:  Action Agenda for Chlamydia Prevention and Control in 
California, p. 1. 
 
188 Ibid. 
 
189 Ibid., p. 14. 
 
190 Ibid. 
 
191 Ibid., p. 16. 
 
192 Ibid. 
 
193 Ibid., p. 20. 
 
194 Ibid., p. 13. 
 
195 Ibid., p. 15. 
 
196 Op. Cit., Challenges and Opportunities:  Action Agenda for Chlamydia Prevention and Control in 
California, p. 20. 
 
197 Op. Cit., Healthy People 2010, Chapter 25. 
 
198 Op. Cit., Challenges and Opportunities:  Action Agenda for Chlamydia Prevention and Control in 
California, p. 20. 
 
199 Ibid., pp. 17-19. 
 
200 Ibid. 
 
201 Op. Cit., Grant, Prevalence of DSM-III-R alcohol abuse and dependence; pp. 91-96. 
 
202 Helzer, JE, Hurnan A, McEvoy LT.  Alcohol abuse and dependence.  In:  Robins LN, Regier DA, eds.  
Psychiatric Disorders in America:  The Epidemiologic Catchment Area Study.  New York:  Free Press, 
1991:81-115. 
 
203 Op. Cit., Grant, Prevalence of DSM-IV alcohol abuse and dependence; pp. 243-248. 



UNEDITED DRAFT – Center for Health Improvement – 12/19/01 
DO NOT CIRCULATE 

 122

                                                                                                                                                             
 
204 Op. Cit., Kessler, pp. 8-19. 
 
205 Op. Cit., Bradley, pp. 97-104. 
 
206 Institute of Medicine.  Broadening the Base of Treatment for Alcohol Problems:  Report of a Study by 
a Committee of the Institute of Medicine, Division of Health and Behavioral Medicine, Washington DC:  
National Academy Press, 1990. 
 
207 Centers for Disease Control and Prevention.  Alcohol-related mortality and years of potential life lost – 
United States, 1987.  Morbidity and Mortality Weekly Report 1990; 39:173-78. 
 
208 National Highway Traffic Safety Administration.  Traffic safety facts 1993:  Alcohol.  Washington DC, 
Department of Transportation, National Center for Health Statistics Analysis, 1994. 
 
209 McCaig LF and Stussman BJ.  National Hospital Ambulatory Medical Care Survey:  1996 Emergency 
Department Summary.  Advance Data from Vital and Health Statistics.  No. 293.  Hyattsville, MD:  
National Center for Health Statistics, 1997. 
 
210 Op. Cit., Alcohol and Health:  Eighth Special Report to the U.S. Congress from the Secretary of 
Health and Human Services, p. 3699. 
 
211 Op. Cit., Goodwin, pp. 93-104. 
 
212 American Medical Association.  Council on Scientific Affairs .  Guidelines for alcoholism diagnosis, 
treatment and referral.  Chicago:  AMA, 1979. 
 
213 American Academy of Family Physicians.  Age charts for periodic health examination.  Kansas City, 
MO. AAFP, 1994. 
 
214 Op. Cit., Canadian guide to clinical preventive health care, pp 826-836, 
 
215 Op. Cit., Institute of Medicine. 
 
216 U.S. Surgeon General’s Advisory on Alcohol and Pregnancy.  FDA Drug Bulletin 1981:11:9-10. 
 
217 American Academy of Pediatrics and the American College of Obstetricians and Gynecologists.  
Guidelines for Perinatal Care.  Third Edition.  Washington DC, AAP and ACOG, 1992. 
 
218 Centers for Disease Control and Prevention.  National , state and urban area vaccination coverage 
levels among children aged 19-35 months – United States, 2000.  Morbidity and Mortality Weekly Report, 
2001; 50(30):637-41. 
 
219 Op. Cit., Primary care physicians’ screening of adolescent patients. 
 
220 Op. Cit., National , state and urban area vaccination coverage levels among children aged 19-35 
months – United States, pp.637-41. 
 
221 Op. Cit., U.S. Preventive Services Task Force, pp. 767-90. 
 
222 WebMD available online at http://my.webmd.com/content/article/1680.51393  



UNEDITED DRAFT – Center for Health Improvement – 12/19/01 
DO NOT CIRCULATE 

 123

                                                                                                                                                             
 
223 Op. Cit., California Department of Health Services, pp.13-4. 
 
224 Centers for Disease Control and Prevention, reported in Op.Cit., California Department of Health 
Services, p.11. 
 
225 Op. Cit, U.S. Preventive Services Task Force. 
 
226 Op. Cit., California Department of Health Services, p. 12. 
 
227 California Kindergarten Retrospective Survey 2000. 
 
228 U.S. Task Force on Community Preventive Services.  Vaccine-preventable diseases:  Improving 
vaccination coverage in adults, children and adolescents.  American Journal of Preventive Medicine, 
2000; 18(IS):18-26. 
 
229 Op. Cit., Healthy People 2010, pp. 26-1 to 26-58; 27-1 to 27-40. 
 
230 California Attorney General.  Eighth Biennial California Student Survey, 1999-2000.  Available online 
at:  http://www.caag.state.ca.us/cvpc/publications/Pre8thBnl.pdf 
 
231 California Department of Health Services.  Youth Smoking Trends in California. Sacramento, CA:  
Tobacco Control Section.  Available online at:  
http://www.dhs.ca.gov/ps/cdic/ccb/TCS/documents/FSYYouthTrends.pdf 
 
232 Op. Cit., Reducing Tobacco Use:  A Report of the Surgeon General – 2000. 

 
233 Op. Cit., Healthy People 2010, p. 26-3. 

 
234 Op. Cit., Healthy People 2010, p. 26-4. 

 
235 U.S. Department of Health and Human Services, Substance Abuse and Mental Health Services 
Administration. 1998 National Household Survey on Drug Abuse.  Rockville, MD: SAMHSA, 2000. 

 
236 U.S. Department of Health and Human Services. Drug use among teenagers leveling off.  HHS 
News .  December 17, 1999. 

 
237 Centers for Disease Control and Prevention.  Tobacco use among high school students – United 
States, 1997.  Morbidity and Mortality Weekly Report 1999;47:229-33. 

 
238 California Healthcare Foundation.  Fewer teens begins smoking, SAMHSA study finds.  California 
Healthline. October 5, 2001.  Study on line at:  http://www.samhsa.gov/statistics/statistics.html 

 
239 Harwood H, Fountain D and Livermore G.  The Economic Costs of Alcohol and Drug Abuse in the 
United States, 1992.  Rockville, MD:  National Institutes of Health. NIH Pub. No. 98-4327.  1998.   

 
240 Op. Cit., Miller, pp. 447-448. 

 
241 Op. Cit., Guide to Clinical Preventive Services, chapters 53 and 54. 

 
242 Op. Cit., Coffield, p. 5. 



UNEDITED DRAFT – Center for Health Improvement – 12/19/01 
DO NOT CIRCULATE 

 124

                                                                                                                                                             
 
243 Op. Cit., Healthy People 2010, pp. 26-14; 26-34; 27-4. 

 
244 Millstein SG and Irwin CE.  Primary care physicians’ screening of adolescent patients. Journal of 
Adolescent Health. 1998; 22:433-438.   

 
245 Montano DE and Phillips WR.  Cancer Screening by Primary Care Physicians:  A Comparison of 
rates Obtained from Physician Self-Report, Patient Survey, and Chart Audit. American Journal of Public 
Health, 1995; 85(6):795-800.  

 
246 Op. Cit., Stange, pp. 851-867. 

 
247 Op. Cit., Perkins, p.6. 

 
248 Op. Cit., Healthy People 2010, pp. 3-13 to 3-14. 

 
249 Op. Cit., Kwong, p.17. 

 
250 Muller C, Mandelblatt J, Schechter C, et al. Costs and effectiveness of cervical cancer screening in 
elderly women. Washington, DC: Office of Technology Assessment, US Congress, 1990. As reported in 
Centers for Disease Control and Prevention. An Ounce of Prevention…What Are the Returns? 2nd ed., 
rev. Atlanta, CA: US Department of Health and Human Services, CDC, 1999. 

 
251 Op. Cit., Healthy People 2010, p. 3-14. 

 
252 Op. Cit., Kwong, p. 17. 

 
253 Hough H, Induni M, Davis B and Wright WE.  The Year 2000 Objectives Measured by California’s 
Behavioral Risk Factor Survey, Tabulations: 1984-1997. Sacramento, CA:  California Department of 
Health Services, Cancer Surveillance Section.  1998. 

 
254 Schauffler HH and McMenamin S.  California Department of Health Services, Behavioral Risk Factor 
Survey, 1995-1999. Special analysis, October 2001. 

 
255 Ibid. 

 
256 Op. Cit., Guide to Clinical Preventive Services, p. 105. 

 
257 Op. Cit., Cooper, p 3. 

 
258 Op. Cit., Stange, pp. 851-867. 

 
259 Harris D, Perkins C, Hoegh H, and Takahashi G.  Cervical cancer screening.  Points of Interest.  

March 2001, No. 4, California Department of Health Services and the Public Health Institute, p.1. 
 
260 Op. Cit., Guide to Clinical Preventive Services, pp. 111-12. 

 
261 Op. Cit., Healthy People 2010, p.16-48. 

 
262 Op. Cit., Guide to Clinical Preventive Services, pp. 485-486. 

 



UNEDITED DRAFT – Center for Health Improvement – 12/19/01 
DO NOT CIRCULATE 

 125

                                                                                                                                                             
263 Ibid., p. 495. 

 
264 Ibid., p. 503. 

 
265 California Department of Health Services, Newborn Screening Program.  Newborn screening 
program overview for parents.  Genetic Diseases Branch. Available online at:  
http://www.dhs.ca.gov/pcfh/gdb/html/NBS/ProgramOVforParents.htm 

 
266 Op. Cit., Guide to Clinical Preventive Services, pp. 485-486. 

 
267 Personal communication with Kathleen Velasquez, Chief, Newborn Screening Section, Genetic 
Diseases Branch, California Department of Health Services, October 2, 2001. 

 
268 Op. Cit., Healthy People 2010, pp. 12-20 to 12-25. 

 
269 Ibid. 

 
270 Bolen JC, Rhodes L, Powell-Griner EE, Bland SD, and Holtzman D.  State-specific prevalence of 
selected health behaviors, by race and ethnicity – Behavioral Risk Factor Surveillance System, 1997.   
Morbidity and Mortality Weekly Report 2000; 49(SS02); 1-60. 

 
271 Op. Cit., Behavioral Risk Factor Surveillance System. 

 
272 Op. Cit., Cardiovascular disease risk factors among California adults, pp. 32-36. 

 
273 Collins R, Peto R, Macmahon S, et al.  Blood pressure, stroke, and coronary heart disease.  Part 2.  
Short-term reductions in blood pressure:  Overview of randomized drug trials in their epidemiologic 
contexts.  Lancet 1990; 335:827-38.  

 
274 MacMahon SW, Cutler JA, Furberg CD et al.  The effects of drug treatment for hypertension on 
morbidity and mortality from cardiovascular disease:  A review of randomized, controlled trials.  Progress 
in Cardiovascular Disease; 1986 29(suppl):99-118. 

 
275 Vasan RS and Benjamin EJ.  Diastolic Heart Failure – No Time to Relax..  New England Journal of 

Medicine; 2001; 344(1):56-58. 
 
276 Op. Cit., Healthy People 2010, p. 14-45. 

 
277 Op. Cit., Guide to Clinical Preventive Services, pp. 791-793. 

 
278 Op. Cit., Hough. 

 
279 Op. Cit., Guide to Clinical Preventive Services, pp. 791-793. 

 
280 Op. Cit., Healthy People 2010, p. 14-5. 

 
281 Haglund LA, Istre GR, Pickett DA, et al.  Invasive pneumococcal disease in Central Oklahoma:  
Emergence of high-level penicillin resistance and multiple antibiotic resistance.  Journal of Infectious 
Disease. 1993; 168:1532-36. 

 



UNEDITED DRAFT – Center for Health Improvement – 12/19/01 
DO NOT CIRCULATE 

 126

                                                                                                                                                             
282 Centers for Disease Control and Prevention.  Final results:  Medicare influenza vaccine 
demonstration – selected states, 1988-92.  Morbidity and Mortality Weekly Report. 1993;42:601-04. 

 
283 Op. Cit., Guide to Clinical Preventive Services, pp. 802-03. 

 
284 Op. Cit., California Behavioral Risk Factor Surveillance 1999 Data. 

 
285 Op. Cit., Stange, pp. 851-867. 

 
286 Sempos CT, Cleeman JI, Carrol MK et al.  Prevalence of high blood cholesterol in adults:  An update 
based on guidelines from the second report of the Expert Panel on Detection, Evaluation, and Treatment 
of High Blood Cholesterol in Adults. Journal of the American Medical Association.  1993; 269:3009-14. 

 
287 Op. Cit., Healthy People 2010, p. 12-3. 

 
288 Op. Cit., Healthy People 2010, p. 12-28. 

 
289 Expert Panel on Detection, Evaluation, and Treatment of High Blood Cholesterol in Adults.  National 
Cholesterol Education Program.  Second report of the Expert Panel on Detection, Evaluation, and 
Treatment of High Blood Cholesterol in Adults. Adult Treatment Panel II. Circulation 1994; 89:1329-1445. 

 
290 Cleeman JI and Lenfant C.  The National Cholesterol Education Program:  Progress and Prospects. 
Journal of the American Medical Association. 1998; 280:2099-2104. 

 
291 Op. Cit., Guide to Clinical Preventive Services, p. 27. 

 
292 Op. Cit., Healthy People 2010, p. 12-28.  
 
293 Op. Cit., U.S. Preventive Services Task Force calls for chlamydia, lipid screening among first four 

recommendations.  Press release dated April 17, 2001.  Available online at:  
http://www.ahcpr.gov/news/press/pr2001/lipidpr.htm  


